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Fi0, 1-—Ragittal section of head and neck: 1, frontal xinus; 2, lateral cartilages of 
nose; & fourth turbinate (not constant); 4, superior turbinate: 5, middle turbinate 6, In 
ferior turbinate: 7, hard ee 8 sof uvula: 10, areh of roof of mouth; IL 
Anterior ethmotdal enlts; 12. sphenoidal shins: 1%, Rustachian orifice: 130, position of tubal 
UonaHl 14, poultion of Lingual tonsil; 15, epiglottie: 16, veatibulo of laryux. 17, position oF 
‘yooal cords; 18, truches, showing ri 8; 19, bodies of cervical vertebric; 2), ypinal canal, 
Mowing foramina of exit of nerves; 21- position of fiucial tonsil: =, tongue ; 2 esophagus 
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aot ie Banger ay Va ae i ee 
alimentary tract ; a lower portion, extending from the glottis 
to the ultimate air-cells of the lung, and comprising the larynx, 
trachea, and bronchial tubes, with their successive subdivisions 
and terminal expansions. 

‘The upper portion of this tract proper is anatomically divided 


into two ‘ior, or 3] and an anterior 
ta hie euaivael byt caual coe nie eee 
anterior nasal cavities. Each anterior cavity, extending from the 
anterior nares or nostrils in front to the posterior nares within, has 
a floor which is almost horizontal ; a roof, horizontal in its middle 
third, but inclining downward anteriorly and posteriorly ; an 
internal vertical wall, formed by the raeal eaepines and an outer 
wall, which slants downward and outward; so that the cavities 
may be briefly described as i lar four-sided passages of an 
appeusicistaly pyramidal form. « bony framework of each is 
as follows (Fig. 2): 

The roof is formed in front by the nasal bone and the nasal 
process of the frontal, the middle portion by the cribriform plate 





Fro. 8.—CartiInge and bones of the septum of the nose: a, lower lateral cartilage: 
b, cart of septum ; ¢, perpendicular plate of ethmoid: d, vomer: ¢, superior maxillary; 
Sf palatal; g, nasal; A, frontal; ¢, horizontal plate of ethmold: &, rostrum of sphenold. 


of the ethmoid, and the posterior portion by the under surface of 
the body of the sphenoid and the sphenoidal turbinated bones, 
The floor is formed in its anterior three-fourths by the palate 
process of the superior maxillary, and in its posterior fourth by 
the palate process of the palate-bone. The outer wall is formed 
anteriorly by the nasal process of the superior maxillary and 





20 DISEASES OF THE NOSE AND THROAT. 


the lateral mass of the ethmoid and morphologically represents a 
detached portion of that bone. 

The inferior turbinate bone is the lowest of the three (Figs. 1 
and 2) as it is also the longest and largest. It is more highly de- 
veloped and compact than the others, and, unlike them, is a sep- 


pee. sec. 








thmoldal, and frontal sinuses after Cryet): antery-postertor 
ital sinuses. “The right hus by discuse extended 0 
past the median line. A dap of bone (itis Inid up, showing the anterior. infdldle, and 


Rosterlor ethmoldal colle and the sphenoldal sinus. ‘Tho Eustachian arinice (sto be noted, 

A square plece cut from the Inferior turbinate shows a probe passed through the nasos 
lacrimal duct: rfe, right frontal sinus: is, left frontal sinus: 7, iufundibulum 
@ec., anterior ethinoldal cells; hy., hiatus sernilunaris; aye, unckhate process: mam. mid= 
dle snestus: 4, Inferior t masolacrit fms, inferior 
Eustachian eifice; £m superior 
pec, posterior ethmoldak cells: 












meatus; hp, hard palate: ap 
meatus; £2, sphenoidal sinus 
mec, middie ethmoldal cells 





arate bone, At its lateral origin it articulates with four bones— 
the ethmoid, the superior r lary, the palate, and the lacrimal. 
Between each adjoining pair of turbinate bones and between the 
inferior turbinate bone and the floor of the nasal fossa is an elon- 
gated space termed a meatus. These spaces, from above down- 








in number, are somewhat 


and lie between the two tables 





exposed 
mucous surfaces, and the gland element is largely limited to the 
orifice communicating with the nasal tract, the glands of the sinus 
mucous membrane being few in number. 

‘The bony walls of the nasal cavities and the accessory sinuses 
are completely lined by mucous membrane, which in front is con- 
tinuous with the skin, and at the posterior nares with the mucous. 
membrane lining the pharynx. is membrane, which is vari- 
ously known as the paar or & pilbgn prods +” the Schnei- 
derian, or the nasal mucosa, is intimately ae to the bee 
structure, varies in thickness and character in different areas, 
modifies greatly the size of the nasal fosse and their 
sinuses and orifices, as seen in the skull. Tt is thickest over the 
turbinated bones, somewhat thinner over the septum, and very 
thin over the floor, the under surfaces of the turbinated 
and in the accessory cavities. 

The color of the nasal mucosa also varies. In the upper or olfac- 
tory region, including the roof, superior turbinated bone, superior 
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ion ee mene etna fa 
respira ion, it is a light 
at the posterior ends of the acrbdetes the tint hoe 
accessory cavities the color is a pale pink. It 
er, be borne in mind that in the entire surface the 
es vascular condition, deepening in plethora, 
em jing paler. So pale may it become in the 
condition as, even where the membrane is thick, to show a 
tint from the color of the underlying structures. 
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+2, Dosement mem~ 


of normal mucous membrane : c.c., epithelial ce: 
Iuciparous glanels ; 


Fis, 7.—Section, 
brine; Of, connective tne (submucosa) ; 2y., superficial gland: m 
‘cut Lrankversely ; uct; oW., orifice of duct: @, artery cut longitudinally: 
from whieh 


4, artery 
UStGr fea ara tneeom cargo veln (cavernous sinus}. (aulhorsspeeimen.) 
Tnstrncture the membrane shows three distinet component parts. 
The upper layer is of epi- and hypoblastic origin, and is composed 
of varied epithelial elements which rest upon the second layer or 
it membrane, ‘This layer is in turn supported by the third 
or submucous layer, varying in thickness, composed of white 





















squamous variety in character. 
Blood-supply.—The arterial supply of each nasal cavi 
derived from the sphenopalatine braneh of the internal maxillary, 
a minute twig from the small meningeal branch of the same, 
anterior and posterior ethmoidal branches of the ophthalmic, 
artery of the septum from the superior coronary, and the alveolar 
branch of the internal maxillary which is distributed to the lining 
membrane of the antrum. The sphenopalatine artery enters the 
fossa by a foramen of the same name just back of the superior 
meatus, where it divides into two hemach 6; an internal, the naso- 
latine or superior artery of the septum, which passes downw: 
and forward along the septum supplying the membrane, and an 
external branch, which subdivides into smaller branches supply- 
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mucosa, 
large venous sinuses of the submucosa and in the 
greater number of Hagens structures of both the 


oa 
is composed of a mass of adenoid tissue thickly placed, in 
which are numerous follicular glands. This tonsil extends from 
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its has already been 
vs have been advanced to ex- 
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healthy condition, free from obstruction, and the movements of 
the soft palate unimpeded. 

In addition to performing these functions, the nasal cavities are 
of great importance as accessories to others. Of these the most 
important are audition and taste. The former depends for its 
proper performance upon the patulous condition of the Eustachian 
tubes and their orifices, with the equalization of internal pressure 
and the exit of secretions, and the condition of the nasopharynx 
is largely determinative of each. To demonstrate the existent 
relation with the latter needs but the recollection of the familiar 
honsehold expedient of holding the nose to assist in taking a 
nauseous dose. 

The nose has, moreover, a protective function, calling attention 
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to the presence of poisonous or irritant vapors, and some authors 
would claim a still further extension of this feature, asserting that 
the secretion upon the surface of the membrane has, in common 
with the secretion from the tonsils, a bactericidal influence. 

Others claims that the secretion, particularly from the naso- 
pharynx, is of prime importance in serving to liquefy the food, 
while yet others advance the theory that the mucous membrane 
has a function in the exchange of gases, throwing off carbon dioxid 
and taking up oxygen. 

Finally, in the list of nasal properties, there may be mentioned 
an element more properly belonging to psychology—namely, the 
relation of an odor perception to the memory, a familiar odor often 
bringing to mind scenes and circumstances long unthought of. 

As to the physiology of the accessory cavities, but little can be 
said. Theories without number have been originated in rd to 
them—that they lighten the bony framework of the skull, that 
they influence secretion, modify phonation, etc., but as yet no 
theory has received proof, and the truth probably lies in a combi- 
nation of many rather than in any one. 





the only objection ity. 
material, aud fa 50 delicate that. 
moisture, pressure, or even 
er ¥ith the Mackenzie con= 
t, but it lacks the clearness and 
light. The electric Ii Lt ie 
t, and if nsed direct is admirable; but for a 
so desirable, owing to its lack of penetration, 
it supplied by one of the many batteries, while not so 
the others mentioned, is an admirable le 
ially when the patient is confined to bed, and where examina- 
e to be made at the home or at the hospital. For the 
especially during the summer, it has the additional advan- 
of reducing the heat to a minimum, thereby adding to the 
fort of both the patient and physician. Fig. 9 shows one of 
the most conyenient of such batteries, 
While other lights are good, some expensive and complicated, 
30 
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others inexpensive and uncomplicated, those described will answer 
for all practical purposes. 
Mirrors. — Reflecting Mirrors. —The mirror especially 
Epes for this purpose is the one introduced by Czermak, or some 
ification of it. Tt consists of a round concave glass, vary- 





Fig. 9.—Portable battery and electric light. The bulb ix protected by a hood, with an 
aperture as desired. 


ing in diameter from 3 to 44 inches, with a focal distanee of from 
8 to 15 inches. The reflector should have a central aperture 
whieh may be placed before the eye of the observer, enabling him 
to bring the line of vision parallel with and directly within the 
center of that of the reflected light. The mirror is attached toa 
head-band of rubber cloth, or preferably hard-rubber head-band 


(Fig. 10). The attachment should be made by a ball-and-socket 
ble rod. 


les the 
an be 
the eye, or, as many prefer, worn upon 
worn in the latter position, both eyes are 
used, and possibly a more accurate idea of appearance and distances 
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reflector i is employed, it affords some eae a shield 
ise which is a hs an important factor, cepesially in hos- 


‘ts PS Sak Morb hd esd with reflecting mirror there ney 
the electric head-lamp, which furnishes a good source of 





fs 


Fro. 10.—Hard-rubber head-band, 





illumination. The best lamp for this purpose is the one modified 
by Gleason (Fig. 11), which can be attached to the Fox head-band 
oe means of the socket-joint, or the Phillip’s lamp shown in 
ig. 12. 
‘The other reflecting mirrors are the Laryngoscope and Rhino- 
scope, which are practically the same instrument, differing only 

















F1a. 11—Gleason’s clectric head-lamp. 


slightly in the angle at which the mirror is placed on the rod, 
and the description of one will answer for both. Thi trument 
isa small round plane mirror ex a G ver frame 
and attached, rahe erably at an ang’ hinoscopy, 
and about 135 degrees for laryngoscopy, to 2 metal rod about 6 
inches in length. The rod should be of flexible mat , 80 that 
by bending it the mirror can be placed at any angle desired, and 
should be of the proper size to be inserted in the universal handle, 
which should be made of light metal, fitted at one end with a 
socket and set-screw. 

These instruments vary in size, the laryngoscope numbering 
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tion chair, which should be stationary. ‘This is a decided advan- 
tage, especially to the student, or to one not accustomed to making 
frequent examinations, For in making an exumination there 
should be three fixed points—the light, the reflector, and the 
patient, With the use of the mirror-rod, two points are fixed— 
the light and the reflector; while with the head-band only the 
light is fixed, both physician and patient heing liable to move and 
destroy the direct angle of light obtained. 

Position of the Patient.—The patient should be seated 
upon a chair, or preferably a stool, arranged with a stand and 





o 


Fi. 14,—Chair (a) and #too! (b) 
for office work. Fic. 15.—Adjustable chatr, 


screw similar to a piano-stool, so that its height can be eon- 
trolled. In some cases the adjustable chair shown in Fig. 15 is 
advantageous. The light should be close to the right shoulder, 
and 50 adjusted that the lowest point of the circular frame sur- 
rounding the condenser is ona level with the lower edge of the 
patient’s car. 








t, it should not be allowed to remain too long in one posi- 





lection of instruments is a matter of the 
becoming accustomed to Pook lll oa wiih his 
see see be the best. 
are three positions in which the head should be placed 

for anterior nasal ion. * First, for the examination of the 
floor of the nose the shoulall be pel Ory ae ee 
ward, as the floor of the nose tips inward, backward, and down- 
ward. Second, for the examination of the middle turbinated 
body the patient’s head should be held in the natural position, 
Third, for the examination of the superior portion of the anterior 
nasal cavity the patient’s head should be tipped well back. 

whiowllnth py. —This can easily be accomplished if a 
few rules are observed. Carefully dry the rhinoscopie inion by 
passing it quickly over the lamp to insure the evaporation of 
moisture from its surface, and slightly heat it; then touch it to 
the back of the hand—which is more sensitive than the palmar 
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The mirror should be held in the right hand, exactly as in the 
Bpencarian. method of holdiog the pans tint ths palin may 





Fie. 19.—Kecoptacte for waste cotton. 


be controlled by rotating the handle by means of the thumb—the 
mirror being held by the index and second fingers, the thumb 
being peey a stay and rotator. It is then introduced, keepi 
the rod fully in the angle of the mouth on the left side, an 
passed backward somewhat edgewise until it passes through the 
space between the uvula and the faucial pillar on the right side, 





¥10.90,—Gleason’s nasal speculum, Fie. 2 





tton-reservelr and waste-box, 


being careful not to touch the parts. When fully within the 
pharyngeal space behind the palate, the handle is rotated slightly 
from right to left, bringing the reflecting surface around so as to 
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the arch of the tongue. This caution is nese for the 
reason that, if passed too far back and the tongue dep1 , the end 
of the instrument will touch the sensitive parts of the base of the 
@ or on the phi mgeal wall and excite a prompt reflex, 

¢ free movement of the mirror. 


which will interfere wit! 


IPI) 


TILT 





Fig. 2t—Case of adjustable blades for tongue-deprossor (Fig. 23). 


The tongue should be pressed downward and forward by a 
rotary movement of the depressor, the back of the instrument 
being made to revolve in the are of a circle, the center of which 
is the teeth of the lower jaw. If this movement be made slowly, 
but with firm pressure, it will expose the whole of the lower 
pharynx, and at the same time will prevent the uvula from re- 
maining pendulous, 

The depressor should be held between the thumb and index 
finger, the thumb pressing against the angle, while the second 
finger passes under the chin of the patient. In this man- 
ner it can be firmly held in position and the movement of the 
patient’s |} ut extent, be controlled. It is a good rale 
to always use the depressor with the left hand, leaving the right 
hand free to manipulate the, mirror. The size of the mirror used 
will depend entirely upon the spa isting between the base of 
the tongue and the border of the ate, and that between the 
soft pa and the posterior nasopharyngeal wa The largest 
mirror possible should be used, to obtain both better illumination 
anda larger image. At times, even when great care and patience 
have been used in these manipulations, the patient is unable to 
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cavity and, 


are @ 
ions of the anterior portion of the middle tu 
which is dark pink, the superior turbinated bone, which is pit 
tinged with yel and the roof of the nose, which is also 
ish-pink, but of a lighter shade. The membranous covering of 
the septum is a bright pink, showing somewhat darker along the 
a nose and with a yellowish shade if seen by transmitted 
ight. 
Posterior.—In posterior examination the oval-shaped 
ings of the posterior nares, or choans, are brought into view. “The 
student must not forget, however, that the image shown in the 
rhinoseope is a reversal of the true position. Fig. 17 shows fairly 
well the position of the parts, but it must be remembered that the 
region is seen only in detail, and notasa whole. Above the upper 
surface of the soft palate and slightly back of it is seen the 
broad above and tapering to a thin edge as it reaches the floor ; and 
on each side of it, though somewhat shaded, the nasal passages 
appear. 
es resting on the floor of the nose is seen the inferior 



















i the e “ 
poe event vee of the mucous membrane in ea partic~ 
Eade. oe = Lai 

eal ton stong'a say fr sucht dete membrane as that 
which lines the upper air-passages ; in fact, a case of rhinitis can 
ea eee area Uy, Wan W0d BONE Apter, Sheer ees 
apparatus is this danger must be fully guarded against 


by i aniaaey. straight-tube atomizer, constructed on the same 
inciple as that of the Richardson atomizer and Suass’s spray 
tabes, is quite satisfactory. The straight-tube atomizer is m: 
with screw top, metal cap and tube, and the diameter of the tube 
should be not more than Finch, at least 5 inches in au and 
slanted slightly upward. The bottle is graduated, thereby ena- 
bling Tard are to obtain a definite amount of the solution used, 
B: manipulation of this atomizer, the spray can be so 
directed as to reach any Fasune of the anterior region, and by 
inserting the tube carefully along the floor of the nostril, the 
hed can be thrown into the nasopharynx. In cases in which 
re exists malformation or hypertrophy of the nasal structures, 
this is difficult and in a few cases impossible; yet if the tube be 
carefully inserted, using no foree, bat rather directing in the line 
of least resistance, it will pass into the posterior nares, This pro- 
cedure renders it possible to cleanse the nasopharynx thorougllye 
The spray will insure more thorough cleansing than the douche, 
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using the postnasal syringe, which is a common barrel ; xe, 
ited with a onrved tobe perforsted ae tha ext, ich mate ¢ 





Fro, 28 —The Bermingbaun nasal 4 
in every direction, This can be used either for the nose or 


arynx. 
After the atomizer and douche another instrument is : 
despite many well-known authors to the contrary. This is the 
long, narrow applicator or probe (Fig. 27). The one which I 
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Fic. 7,—Straight sinooth applicator. 


fer is of copper, especially hardened, but sufficiently pliable 
Be bent to aepaiela or eek, desired, and should be ote le to fit 
the universal handle. After cleansing the parts by means of the 
douche, atomizer, or probe and cotton, the surface should be care- 
fully dried by means of cotton eg Yo sufficiently tight uj 
the end of the applicator, to allow of thorough mopping. ‘This 
will remove any crusts of dried secretion, or at least loosen them 
so that they can be removed with slight effort on the part of the 
patient. 

‘The insufflator which I consider best for all practical purposes 
is shown in Fig. 28. 


Sty 


Fic, —Sajous’s insuffiator. 


‘The nebulizer and the inhaler are indispensable articles, the 
advan being that vapor will penetrate where fluids will not 
reach, In the nebulizer the remedial agent should be suspended 
in come bland oil which will adhere to the membrane, causing it 
to remain in contact for some time, as well as affording protection 
to the sensitive area. a 

The best appliance for the application of such solutions is the 





Fig, 31.—Electric hot-air apparatus, 


An inhaler affording a simple and convenient method of appli- 
eation is Coulter's, which consists of a small spirit lamp, over 
which is fitted on the same stand a water reservoir, to the top of 
which is connected a bulbous tube. This tube is jointed at 
the bulb, and within the expansion is placed a sponge on which 
the solution to be inhaled is poured (Ifig. 32). When the lamp is 
lighted, the steam from the heated water passes through the 
sponge and becomes impregnated with the en rene excess 
from condensation or oversaturation being collected by a little 
cotton placed in the wide-mouthed piece with which the tube is 
provided. In its use the patient places the mouth-piece directly 
in front of the face and inhales the fumes. 

A simple inhaler can be improvised with a pitcher of hot water 
in which the medicinal agent is placed. A towel is then folded 
and formed into a cone, or an ordinary tin funnel of sufficient size 
may be employed, and placed with the large end over this reser= 
voir, concentrating the vapor, and the patient direetly inhales the 
fumes. 

An essential feature in office worl: is the thorough cleanliness 
of the instruments used. This can be accomplished by steam 
sterilization and by the use of antiseptics, The steam sterilizer, 
as shown in Fig. 33, which can be placed on a table and kept 
constantly heated by means of a very small flame, permits of rapid 
sterilization. At the same time the separate compartments admit 














CHAPTER ITI. 


GENERAL CONSIDERATION OF MUCOUS MEMBRANES 
AND THEIR PATHOLOGICAL CHANGES. 


THE term “eatarrh” as generally used implies much ; liter- 
ally it means “ to flow downward.” It is popularly used in desi; 
nating all varieties of mucous-membrane inflammation of 
nares, whether acute or chronic, hypertrophic or atrophic. a 
plied to any of these conditions the term is a misnomer, as 
eatarrh is merely a symptom. I therefore shall not use the word 
“eatarrh,” but, in its stead, a term which will describe the exist- 
ing pathological condition, It is proper, however, to speak of a 
catarrhal inflammation, meaning that special condition in which 
seeretion and elaboration of mucus are ine u 

In many constitutional diseases there is an increased exudate 
from the mucous membrane. This is brought about by inter- 
ference with the circulation, by vasomotor phenomena, and by 
alteration in the blood. It is also duc to changes in internal organs 
whereby elimination is interfered with—as, for example, in dis- 
eases of the kidneys, when the skin and mucous membrane vicari- 
ously aid as climinators, Congestion, acute or cyanotic, of internal 
viscera causes marked alteration in the mucous membrane, even 
of the larynx and pharynx. 

Intestinal irritation and chronic constipation may cause the 
pharyngeal and laryngeal mucous membranes to become thickened 
and congested, and even the veins to present a varicose condition. 
Diseases of the liver, kidneys, intestines, lungs, pleure, heart— 
in fact, almost any serious inflammatory lesion—will be manifested 
in the mucous membrane of the apper air-passages by some altera- 
tion in its function due to circulatory changes, which, if continued, 
may produce structural alterations. 

hese systemic conditions illustrate the importance of urinary 
examination on the part of the specialist as well as the general 
practitioner. 

Primary lesions of the accessory sinuses may give rise to true 
or apparent nasal lesions. The nasal discharge coming direct 
from the sinuses will produce secondary irritation of the nasal 
mucous membrane. 

Tt is a well-known fact that in anemia there is edema, leakage 
of serum from the kidneys, and in some instances intestinal 
changes, as watery diarrhea. In these cases the respiratory mem- 
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classes marked alteration in the mucous membrane of the pharyns 
and larynx will be found, due to irritation caused by the 
inhalation of dust. 

On the other hand, there is found a class of cases in which 
the altered condition of the membrane is due not to an 
but to an internal irritant, due to some pee i 
tory and excretory functions. From a diagnostic standpoint the 
study of the saliva—sialosemeiology—is of the Bn im 
ance, ind in many eases the determining of the altered ple 
of this secretion will be of great value in diagnosis and treat- 
ment. 

Tt is a well-known clinical and laboratory fact that a study of 
the products of the secreting organs, which in their ex 
functions throw off waste material, gives us by deduction a 
idea of what process is going on within the body, Yet this exere- 
ce | secretion or material is altered in its chemical composition 
an 
P 








controlled by the chemical constituents within the body 
~ There is no question that under certain conditions—for 
example, when the secretions are acid or alkaline—the chemical 















Mr. C., 42, consulted me in regard to what hi posed to be 
eatarrhal Pei Rmocsitsd with cane abe ina most SF 


ae poe Ae brew! Cora 
ou oun it not tit odor 
eae ees init Sithccamas is bat oteerea tia cousin rather 


eases of the stomach, as well as having had a thorough inspection of all 
teeth. He had been told that he had practically no catarrh, and as 
digestion was good and nothing was found wrong by analysis of the con- 
‘tents of the stomach, the source of this odor was quite puzzling. After a 
thorough examination, and knowing that the men under whose care he had 
been were most thorough and competent in their line, I reasoned that there 
must be some source of the disagreeable odor outside of the parts al 
mentioned. As this was in the winter of 1895, and as my attention hi 
been called to the import of the secretions by other conditions, as well as 
by a statement made to me by the patient, I decided to invest 
saliva. The statement which he made to me, which was most significant, 
was this: That while his appetite was very good, when his olfactory nerve 
‘was stimulated by the odor of a delicious meal, causing his mouth to water, 
the disagreeable odor and taste became so pronounced as almost to nauseate 
him. [ then collected some of the saliva. The method I used for its col- 
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Where protecti propul l, 
cells are supplied with cilia, as in the bronchi and in the anterior 
mares. ial cells the fuculty of manufacturing from 
supplied nutrition new ical compounds, as is seen in the secre~ 
tion of the salivary glands, the gastric follicles, and the pancreas. 

Every mucous-membrane surface is, then, as it were, a labora~ 
tory by which is elaborated material, of which the most constant 
is mucus. When altered by disease its physiological product is 
changed and does not serve its proper function, or it the 
excretion of an agent for which the organism has no further use. 
The degree of this perversion of cell-activity largely controls the 
classification of mucous-membrane diseases. As cellular function 
is controlled by nutrition, and as the epithelial layer is dependent 
upon the subepithelial layer for its nutrition, any alteration in 

ese substructures, local or constitutional, must necessarily affect 
the functional activity of the epithelial cells. The basement 
membrane consists essentially of two layers, one of which is 
always present, though both may not be demonstrable, The outer 
or genetic ics is composed of that part of the epithelium whieh 
reproduces the cells above ; this layer is absent in a few instances, 
in which, when the surface is deprived of epithelium, it re-forms 
from the margins, 

The connective-tissue layer of the basement membrane is con= 
stant. This layer is com of fibrous tissue, and may have a 
scant supply of unstri muscle-cells, 

he ment membrane varies in thickness. In the mouth 
and nose it is easily demonstrated, while in the alveoli of the lun 
it is almost invisible, Where changes in the size and surface o 
the organ occur, the basement membrane appears in irregular 
ridges. The nerve-fibers do not penetrate the membrane, the 
basement membrane being just beyond them, while the lymphatics 
fae by stomata cenadtiataly, beneath or into the genetic epithelial 

er. 

The submucosa (the submneous connective layer), being the 
vascular layer, is the most important, and varies with location, 
In the anterior nasal fosse it is erectile, and where the tissue is 
subject to rapid alterations in surface, as in the stomach, it is espec~ 
ially abundant. 

‘he funetion of the mucous membrane is to secrete mucus, to 
offer an absorbent surface, und to afford a smooth, moist, pliable, and 
protective lining to the open cayities—that is, those communicatin: 
with the exterior of the body. The follicular and mucous ok 


current, and in 
clinically the 








‘The second stage, as a rule, determines the variety of inflam- 


‘The varieties of inflammation of mucous membranes that 

pore constitute special forms of inflammation, are: 1. 

2. Membran (@) croupous or {em 

‘ous, (6) ‘ic, and (¢) diphtheritic, 3. Hemorrhagic, 4. 

Suppurative. 6. Chronic infectious. 

these picate nearly all the varieties of rhinitis. In 

addition, there are the constitutional diseases, infectious fevers, 

ete., which cause many lesions of the mucous membranes, which 

peor come under one of the varieties above, differing slightly 
cause and treatment. 

(1) Catarrhal Inflammation—From a clinical si 
eatarrhal inflammations are divided into the acute and the chronic. 
Pathologically the conditions found are the resultants of 
usually aente to a greater or less degree, which merge into the 
chronic by a continuation of one of the stages of the acute variety 
or by ited acute attacks. 

(«) cute catarrhal inflammation of the upper respiratory tract 
may be due to a great variety of causes; all of these causes, how- 
ever, luce the condition in one of two ways—by direct external 
irritation of the membrane, or by exerting their influence from 
the circulatory side of this structure. Of the factors that bear an 
etiological relation to this condition, infection is the most common, 
Catarrhal inflammation of the mucous membrane, especially of the 
upper air-passages, is either the concomitant or the sequel of such 
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jar “nasal twang” is given to the voice, owing to the lack of the 


Te aoa 
This first usually gives way in a short time to an abun- 
dant secretion, tion of the epithelial cells rapidly takes 


condition of the blood. By the Pray out of the and 
- the infiltration in the submucosa 


of the acute catarrbal Pe, ulceration 1s not often seen, 

it occur, however, it will lly be found to be due to arterial 
thrombosis causing localized superficial death by coagulation- and 
iquefaction-necrosis. 

(6) Chronie Catarrhal Inflammation.—A series of acute in- 
yolyements of the mucous membrane, due to the causes given 
above, often precedes inflammation of this type. More frequently, 
however, these acute attacks will be found as local manifestations 
of a persistent systemic affection such as syphilis, the slowed cir- 
culation of chronic heart disease, the blood-ch: and vascular 
chai of Bright’s disease, gout, rheumatism, and malaria, Con- 
iistigd Joeal irritation, as by a tumor, will effect a similar result. 
Permanent alteration in the tissue will result from the infiltration 
of the submucosa by the leukocytes and serum. This embryonic 
tissue is produced by the proliferation of the migrated leukocytes 
and the fixed connective-tissue cells, which, if nutrition be ade- 
quate, goes on to organization and the formation of a fibrous 
structure which alters the nutrition of the submucosa by contrac- 
tion and impairs the functional activity of the mucous glands, 
The membrane is thickened and edematous in the early stage of 
the condition, because of the abundant exudate in the submucosa. 

By organization of this inflammatory exudate, together with a 
proliferation of the fixed connective-tissue cells, the so-called hy- 

rtrophic condition is brought about. Extension of the process 

y the contraction of the newly-formed submucous tissue, thereby 
lessening the blood-supply to the surface and altering the normal 
function of the membrane, with consequent shrinking and enlarge- 
ment of the lumen of the air-passage, merges it gradually from 
one of apparent hypertrophy to one of atrophy, a condition which 
has also been called “dry catarrh,” because of the diminution in 
the secretion, due to the contraction above mentioned. 
tive of the original cause of the inflammation, should the secretions 


» fibrous-tissue formation 
only partial, if any, re-formation 





re 
down of follows, 
Because 


or mi 

















Saproe is al cans, te Iymgitin avo widely cpeces cae 
in all cases, the lymphatics are widely © 
the toxic lucts of the microbic infection, which eventually 
es rise to a condition of Leon septic intoxication. Hemor- | 
may result from the breaking down and infection of the | 
obliterating thrombi blocking up the vessels. Bacteria (most often 
the us), entering the opened lymphatic pathways, may 
cause ent and even abscess-formation in i it 
lymph-glands ; or, should they effect an entrance into the b 
vessels, septicemia may result. Gangrenous inflammation is not 
often seen in the nose, but is common on the tonsil and in the 
mouth and pharynx. 
5) Suppurative and Pustular Inflammation.—This variety 
of inflammation may occur in the course of septicemia, pyemia, 
chieken-pox, small-pox, or erysipelas of the mucous pete, 
but is rarely seen in other infectious diseases. The formation 
of pus in the submucosa may be due to mixed infection in diph- 
theria, The submucosa may become infected by abrasion or de- 
struction of the protective epithelium, due to the fact that the over- 
lying structure offers more resistance than the glandular basement 
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tion new fibrous tissue may develop, 
stenosis. 

















is due to the ray fungus, or on of the mucous 

germ reeling eal a 
cont 5 } 

tumor which devel te snl in soot dy she teste rte 

surrounding zone of proliferating tissue ly sar- 

coma, Sooner or later mixed infection occurs and 


follows. The finding of the ray fw in the tissue or 
determines the di ii ee 
4) Glanders.—This disease, which is eaused by the Bacillus 
usually manifests itself in the nose in the of ulcers 


Pouca eatarrhal conditions, tubercular or jlitie disease, 
t are differentiated by the finding of the bacillus in the dis- 


dl 

aga mucous-membrine surface from the sven of the 
surrounding connective tissue and the extensive involvement of the 
submucosa, the resulting growth will clinically closely resemble 
sarcoma, a8 was shown in a ease under the care of Dr. Emma 
Musson, of Philadelphia, in which the diagnosis was only estab~ 
lished by microscopical examination and bacteriological investiga- 
Boe) hy which means the bacillus of glanders was clearly demon- 
strated, 


(5) Leprosy.—This variety of chronic infectious inflammation 
is rare in the upper air-passages, but occasionally may attack the 
nose and larynx, and is usually of the tubereular variety. The 
leprous nodule is formed like that of tuberculosis; though 
ulceration does not always take place, pyogenic infection and 
breaking down may ocear. The iisaaee is due to the Bacillus 


(6) Rhinoscleroma.—This rare variety of inflammation mani- 
fests itself in a thickening and tumefaction of the nasal mucous 
membrane ; also the larynx may be the site of the lesion. Micro- 
scopically, the tissue appears to be allied to the round-celled sar- 
coma, though there are present certain small, highly-refracting 
hyaline bodies which form a characteristic element of the growth. 
‘The newly-formed cells do not present the finely-granular indis- 
tinet nucleated appearance met with in lupus and leprosy. The 
tumefied areas are at first red or pink and very tender, but later 
the tissue becomes white. The lpeaad is believed to be due to 
the Bavillus rhinoscleromatis, but the belief is by no means general. 
It is most common in Austria, Russia, and Central America, and 
is rarely seen in this country. It is essentially a chronic condition. 











jie rhinitis, the bacteriological examinations present such a 
a aaron that no special one can be assigned as an 
etiological factor. Besides, there are always present the | 
of decomposition—the saprophytic bacteria; however, in such 
conditions it must be remembered that the products of these germs 
are constantly being absorbed from the mucous-mem! sur- 
faces, and in many cases may account for some of the ill effects 
on the general health of the individual, nearly always present in 
the advanced stage of disease. While the bacteria present may 
have largely lost their PAWN Si eae et with suitable chem- 
ical constituents and reaction of the secretion, proliferation of the 
germ is favored and its normal virulence regained. Accumulated 
secretion in the nasopharynx and pharynx during sleep is fre~ 
quently unconsciously swallowed by the patient. This infected 
material may bring about gastric disturbances, as is shown by the 
frequent association of gastric lesions with those of the me 
respiratory tract; however, this does not explain many of the 
associated conditions, but often, when such ay it relation 
exists, the local lesions were induced by and fee upon 
some constitutional condition which brought about the lowered 
resistance on the part of the local epithelial structures, 
The bacteria found present on the nasal mucous membranes 
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Taking Cold.—Before taki the subject of " 
Acute Rhinitis, the term “ taking ia ehoutd pnpsetd Boe. 
in a broad l sense. To be sure, everyone having a cold has 
an acute mhinits, yet this should not be strictly classed ans 
eatarrhal diseases of the nasal mucous membrane. It is a well- 


known fact that certain individuals are predis; to taking cold, 


That certain individuals are more susceptible upon a 
number of conditions; their resistance may be par, their 
secretions perverted, causing faulty elimination. 

Taking cold, then, implies more than a local condition. Tt may 
be nt on constitutional conditions, either original or 
acquired, Certain individuals, under varied conditions, are more 
susceptible to cold at one time than another. At certain times a 
person may be exposed and yet not take cold, yet at another time 
without any apparent rhyme or reason, they take cold. This 

no 
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ting 66 atreeted iin ate res, 
-eause can be removed thoes the congestion female iad 
second stage of the inflammatory process. eS: 
CE ee eT ee te eee 
under! Cause, ‘second, rem cause or 
rasdunnt ibe eopdltion; whether ibe local; ia peas 


- SIMPLE ACUTE RHINITIS. 

Ltizelgeonee acute setemenasten of the nasal — 
mem! ex! occasionally to neighboring cavities, as 
pigeyi the iPRaee e the lace air) and ina 
milder degree to the accessory cavities. jis tendency to exten- 
sion is usually shown only after repeated attacks. It is character- 
ti ae stage 10 ei and ie of the ti 

0" a copious a ue to a i 
elaboration of cea with fall nesjsratiac, plepentirs | or 


less nasal obstruction. It may be limited to one nostril. 
Le eee coryza ; Acute idiopathic rhinitis; Acute 
n blennorrhea ; Acute nasal catarrh; Acute rhinorrhea ; Ca- 
tarrhal rhinitis ; Gold, or Cold in the head; Common ie 
eatarrh; Rhinitis catarrhalis; Simple acute rhinitis; Simple 
catarrh ; Snufiles. 
Etiology.—Predisposing Causes.—Chief among the predis— 
ing causes of acute rhinitis are the various manifestations of a 
wered bodily resistance to the exciting causes, such as more or less 
extended confinement in unevenly or overheated rogms, lowered 
nervous tone, the so-called nervous temperament, proli mental 
strain, an enfeebled circulation, feeble activity of the sudoriparous 
glands, the absence of the natural protection of the head, as seen 
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associated, primary or secondary, it is the same; its termination 
on its course, its its 


association, 
A proportion of cases occur in those whose oecupa- 
eae oe ina r or less degree to the inhalation of 
irritants, mechanical or ical. —_ —— include workers 
in irritant drugs, artisans employing |, ammonia, ete., stone- 
cutters, cement- and bronze-workers, beste millers, threshers, 
and grinders of spices. Inflammation produced by such irritants is 
more properly classed under occupation or traumatic rhinitis, For- 
eign bodies introduced into the nose will also excite an acute rhinitis 
in ashort time, as will also the presence of certain tumors of 
ito The abnormal direction of the air-current stril 
membrane in an unnatural way, whether it be due to some 

structural alteration from trauma, morbid growths, or congenital 
defect, is also an exciting cause. Certain if given inter- 
nally in large doses, have an irritant effect upon the nasal mucosa, 
notably the prolonged administration of the iodids, and in some 
individuals the tincture of cinchona. Dry air from heaters or 
from the range or the stove may act as an Pere cause. 
physiological resistance on the part of the individual largely con- 
trols the susceptibility either to predisposing or exciting causes. 

Pathology.—The pathology of acute rhinitis is essentially 
that of a simple catarrhal inflammation, a description of which has 
already been given in the chapter upon General Considerations, 
The membrane is swollen, dark red in color, the vessels injected, 
and during the early stage the surface is dry or glazed with a thin 
film of tenacious mucus. Following this there is an exudate of 
the blood-fluid into the submucous connective tissue, with mi- 

ition of the white cells, and eseape to a greater or less degree 
BP the red corpuscles. ‘Guia musqualy’tthere is a discharge of 
serum upon the surface which is clear, limpid, laden with salines, 
and irritant to the surfaces with which it comes in contact. The 
epithelium, deprived to a large extent of its nutriment, becomes 
mipady swollen, dies, and is washed off. The lenkocytes pass out, 
and the serum, at first clear and limpid, through admixture with 
these corpuscular elements and mucus, becomes abundant, cloudy, 
and thick, and is described as mucous or mucopurulent according 
to the amount of cellular constituents present. Occasionally, if the 
inflammation be very severe, there y be small ecehymoses seen, 
or minute abrasions or erosions may occur. Tf the attack be un- 
complicated and end in recovery, the vessels gradually regain their 
tonicity, the extravasated elements are absorbed, the disehai 
upon the surface lessens und thickens, and finally ceases, tl 
denuded epithelium is replaced by new cells arising from the 
genetic layer of the basement membrane, and the membrane then 
returns to the proper performance of its normal function. 








a temporary 
Phil it ees ete oantan bet erysipelas, 
may \g-poin 
are m as Poeibte complications, only that they may be 
anticipated and avoided by proper lactic treatment. 
Treatment.—The treatment of acute rhinitis on the 
of the attack, the condition of the individual, as well as 
upon how far the Lane process involving the nasal mucosa 
has Unfortunately the patient ly presents himself 
for treatment in the first stage of the affection. However, if the 
opportunity is afforded, much ean be done to abort an attack. 
The cee snities pientimnctes on te first stage of Ke 
are en; . By the presence of this rgement, 
bee of the Raed glands ase pbelbea) os ies to 
of the surface, the swelling being due largely as yet to the 
engorged vessels. The depletion of these vessels may be brow, 
about in one of two ways, either by hastening exudation or by 
use of remedial nts which, by their action on the nm 
ments controlling the peripheral vessels, will cause contraction 
thereby depletion. 
If the former plan be followed, there should be placed in one 
or both nostrils, depending on the involvement, a tablet con- 
taining 4 grain of sodium chlorid. This should be allowed to 
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Pulveris camphore, ~ 4 (.08) 5 
i Extracti belladonne, a t ti : 
Quinine bromidi, gr) 


M. et fiat capsula No. j. 


This should be given every hour for three or four doses, or until 
patient notices the physiological dryness in the when 
the administration should be stopped for some three or four hours, 
patient should also be instructed to drink plenty of water with 
the taking of each pill or tablet. In cases of cold due to exposure 
alone at with its manifestations limited to the nose, the fol- 
poeoasa ua early and in proper dose, usually aborts the pro- 
cess, re should be given every hour 5 grains of the modified 
official compound morphin powder (Tully’s) in which there has 
been substituted for the morphin 4 grain of codein. This does 
not have the Simerabe nauseating effect of the morphin. This 
preparation should be given in 5-grain capsules every hour for 


get 





suction-apparatus, care bei 
inflation. Should Geet of the urine, 


tril, such individoals invariably suffer with a certain amount of 
nasal irritation and catarrhal discharge. In such cases I have ob- 
tained excellent results from the use of nasal dilators in the form 
of asmall nickel wire loop, graduating in size according to the 
nostril, and having the patient use this at night, placing it within 
the nostril on retiring, and removing it in the morning. Keo 
this up for six weeks to two or three months has dilated the 

orifices to such an extent that free nasal breathing is established, 
and it is a well-known fact that free nasal breathing is the best 
remedy for the relief of such catarrhal conditions, 
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very common, 
ha cased ligt 





marked 
Peanicbante Rhinitis.—An Sheceranett 


Co Needle aad sib wt ie ee 
and is unattended by any of the symptoms of 
Ste thintae Tt may oceur at any age. 


While this condition is non-inflammatory, it properly comes under conatitu- 
tions) lestons with local manifestation. 


Etiology. —The nasal mucous membrane in anemic individuals 
presents much the same condition as the mucous membranes of the 
other functionating organs. There is no looal i but with 
the generally bad nutrition and muscular relaxation blood- 

aba walls of the submucosa relax and allow leakage; not alone 
from the arterioles, but from the lack of vessel-tone the circula- 
tion is slowed, and there is a certain amount of venous stasis 
followed by effusion. This is trae of the kidney and intestinal 
mucous membrane in anemic individuals, and it would seem that 
a variety of mucous-membrane inflammation known as anemic 
were justifiable. ‘These cases are not to be associated with the 
strumous variety. 

Pathology.—The surface of the membrane is watery, pale, 
oe at the seston oe the skin and ae nent the tissue 
is drawn or puckered in ay rance, e cells unde! a watery 
infiltration aaa Ihydropio’ degeneration. The easier being 
backed up by muscular tissue readily fill with blood, but the 








es nalts of ne su 
are usually excoriated, 
nla Hono eeoreta 








tion be very 


owed by 





in the same. bove. After sing there 
same manner as above. ee ty ee 


(aqueous), a 3) (30). | 
I should be ied to the irritated membrane an 


f composed of : 
R. Cam; getter 
Menthol, gr. Hij (18)5 
(EBS Bue 


4 aor) Pectansct eae one is outdoor a J 
iet containi lenty 0 , and nitrogenous: : 

should be ember and ponte Bunic aed As to the form of 
tonics to be employed, it remains for the physician to choose that 
one best ada to the individual case. The best results will be 
obtained, however, in the majority of cases by the administration 
of the lactate or peptomanganate of iron; an equally good tonic¢ 
alterative is the datiia sulphid of arsenic in doses varying from 
4; tot grain, according to the age of the patient. 

Caseous Rhinitis.—Synonyms.—Coryza caseosa ; Choles- 
teatomatous rhinitis; Rhinitis eascosa. 

This rare disease seems to be more the. result of some asso- 


E ail 


frequently continues as 
Rade act oe linaty, woeyee 





ly unrelieved 
req) ig the attack the pain 
ut are all out of proportion to the 
the membrane, I have seen a 

resented a very curious phenomenon which T have 
inated with any other condition. Tt is this: 
While the membrane of the pharynx, nasopharynx, and nares is 

extremely sensitive, dry, painful, and mooie there is 
little swelling, and in the course of a few hours bi cod-clote will 
form on the surface of the membrane, and yet there is no distinet 
hemorrhage, These can be removed and no bleeding will occur, 
and in the course of two or three hours the clot will reform. Tt 
seems to be a capillary oozing on the surface of the mucous mem= 
brane. TI have observed this phenomenon in the nose, nasophar- 
ynx, and SSETnE. The common site is in the pharynx and naso- 
pharynx. ver blood shows in the expectoration it is 
always alarming to the patient, This apprehension, combined 
with the depression which is associated with and follows the 
grippe, has anything but a pleasing effect on the patient. It is 
especially alarming when the laryngeal structures are involved 
and this bloody exudate takes place within the larynx ; the patient 
is then positive that it comes from his lungs. A laryngeal exam- 

ination will clear up the diagnosis. 

Quite often we find, after an attack of influenza, although the 








secretion, causing 


| i as with the nutrition of the parts. 









From laboratory examinations I have freq 
excess of ammonia salts and not infrequently the 





Acute Rursrris ix THE Youne. 
This condition differs but little from that observed in adults, 


causa~ 
tive influences with certain limitations and the pathological char- 
acteristics are identical. The symptoms are practically the same 
—sneezing, evidences of discomfort, swelling of the nasal mem- 
brane, noisy mouth-breathing (especially during sleep), an abun- 
dant discharge from the nostrils, with some lacrimation or 
phobia. In the very young an important symptom is the lessened — 
ability of the infant to nurse, it being unable to grasp the nipple 


1 For Purulent Rhinitis in Children, see page 152. 
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a preventive Bes as a majority of cases in infants, outside of th 

associated with the diseases of childhood, are largely 

in origin. 

tie complications are rare, but may be the same as in 
ul 








jon the membrane will be seen, unless the 


of the nasal chamber by the engorgement of the turbinal mucosa 
be so Staiplete as to prevent a view. The condition Insts, as a 


rule, in adults from eight to fourteen days, and in children from 
ten days to five weeks, 

he diagnosis of this membranous nation 
from simple acute rhinitis is based upon the presence of the 
shredded bits of membrane in the nasal discharge, and on the 
presence of the membrane as revealed by inspection. The differ- 
ential diagnosis from nasal diphtheria, however, must be carefully 
made, and the following table will be found of use : 











Frierreopiastic Rarniris. 


ion. It is most common in the young. 

The fibrinoplastic variety of rhinitis begins as any other inflam- 
mation that is catarrhal, followed rapidly by a highly-fibrinous, 
coagulable, albuminoid exudate, which forms on the surface. 
Capillary budding may take place in localized areas, and vasenlar- 
ization follow. In two cases seen at the St, Agnes Hospital, an 
examination of the nose showed the false membrane extending 
from the nasal mucocutaneous surface to the nasopharyngeal mem= 
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Ts H—Laminatod thrinoplastic exudate, partintly organized. The picture shows an 
oblique section of a blood-vessel with illy-formed wall 
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OCCUPATION-RHINITIS. 


Definition.—An acute inflammation of the nasal_mucous: 
fas ee 


-—This variety may be caused by vapors, 
chlorin, anes. in, bromin, or ae SI 
led in the atmosphere, as observed in the ease of 
ilies, wood-carvers, brush- and hay 


it-makers, weavers, 

and all persons engaged in kindred employments, and ihn 
a ondition an anal to_pneumonokoniosis. T as 
steam or smoke, should also be classed as causes, alth ae 
nasal mucous membrane has much more resi: power, does 
not suffer in the same degree as the pharynx exposure. to 
these agents. Direct injury and the presence of foreign bodies 
are im) t etiological factors. ‘The condition brought about by 
the irritation of the pollen of plants will be considered under hay 
fever. The fumes from sueh drugs as Bichrorsis ot eet 
mercury, arsenious acid, and osmic acid are also as causes, 
and are exemplified in persons whose occupation necessitates their 
continued exposure to them. This should be carefully considered 
in complicated cases, and the occupation of the individual may 
lead to valuable aid in diagnosis and treatment. 

Pathology.—The pathological alterations in this = 
rhinitis do not differ from those found in the simple acute fc 
except when dne to the irritating fumes of bichromate of 
mercury, and arsenious acid, the poisonous effect being purely Neal 
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or ind tincture of benzoin with an equal part of boroglye- 
rid, 50 per cent, for its sedative ction, a 


HYPERESTHETIC RHINITIS. 

Hyperesthetie rhinitis should be considered under nasal neu- 
roses. While the inflammatory condition present with its asso~ 
ciated phenomena is, in a measure, a local condition, ¢ 
AS Sccesrallad iy andl clepecndent eps ie Eee eee 
ity on the part of the individual to irritating agents from without 
or manufactured within the body. Without this ity on 
the part of the individual, this variety of rhinitis would not be 

and distinct, but could be classed either under simple acute 
rhinitis or oceupation-rhinitis. 

For the complete article on this subject, reference should there~ 
fore be made to the chapter on Neuroses (page 177). 


ULCERATIVE RHINITIS. 


Under this head, or that of its Latin equivalent, rhinitis 
ulcerosa, some writers describe yarious forms of ulcerative proc~ 
esses of the nasal mucosa. There is, however, no inflammatory 
condition of the membrane in which ulceration is in such pre- 
dominance or of such constant type as to warrant the use of the 
term in a distinctive sense. Ulceration is, however, of far too 
common occurrence, existing as it does with greater or less fre- 
queney in every morbid nasal process, to receive but a ere 
notice in the descriptions of the various diseases. The author has 
therefore devoted a special chapter to the consider of lees 

170), with reference especially to their pathology, special 
Vand fab and local treatment, to which the Ss referred. 


EDEMATOUS RHINITIS (ACUTE). 


Acute edematous rhinitis is a separate and distinct condition 
from rhinitis edematosa or cyanotic rhinitis. 

The acute condition is identical, as regards pathological altera~ 
tion, with the edema occurring in any other stracture—more likely 
to occur here than elsewhere, however, because of the fact that the 
mucous membrane is not supported by muscular structure. 

‘The condition is brought about by sudden changes in the vas- 
cular tissue, from which, due to its overdistention, there is a 
watery infiltration of the connective-tissue spaces of the sub- 
mucosa, of the connective-tissue cells, and possibly of some of the 
epithelial cells of the surface. If the watery infiltration is eon- 
tinued a sufficient length of time to interfere with the nutrition, 
the process will pass from edematous into hydropic degenera- 
tion, It differs from the infiltration that occurs in simple 





structures in individuals who were 
y by application of the drug 








may occur—itel 
ering? meats oats 
1 The voice is nasal in tone. 
red, may later become obtunded. 
lop, due probably to digestive 








may be a swelling of the cutancous surfaces of the tip and 


ale, with » concomitant acne. On ins] mucous mem- 
brane will be found diffusely, but Suh Seay on 
the septum and the middle and inferior tu soft, and 
eushion-like, and showi here and there areas covered by secre- 
tion. The membrane is irritable, especially on the septum and 
inferior turbinates, and pits tly on pressure, slow; 
disappearing. ‘There are certain areas of marked i 

the applica of cocain causes a slow subsidence of the conges~ 


tion, leaving a wrinkled appearance of the mucous membrane. 
Tn the case of the debili and aged, the membrane may be pale 
and covered with a watery secretion. The symptoms, as a whole, 
are less severe than in the acute. The appearance of the mem- 
brane and many of the symptoms of simple chronic rhinitis after the 
roliferation of the connective-tissue elements has taken place and 
Before contraction, are almost identieal with those of Utd Peron 
rhinitis and the first varicty of atrophic rhinitis, an not 
necessitate ition. 
—Usually not difficult, and is based upon the 
history of the case, inspection, and palpation. 

Prognosis.—If untreated, the disease remains stationary or 
becomes hyperplastic or atrophic. Removal of the cause and 
proper treatment, however, offer a fair chance of recovery, The 
condition may recur as a new process, It occasionally is the 
starting point of polyp development, and frequently antecedes a 
severe catarrh of the Eustachian tube. 

lications.—During the course of the disease the sense 
of smell may be slightly or greatly impaired, and the correlated 
function of taste correspondingly affected. Aural complications 
not infrequently occur through implication of the Eustachian tube 
in the inflammatory process; or by extension through the nasal 
duct the eye may be affected. The accessory cavities may be in- 
volved. Symptoms of gastric derangement are not uncommon. 

Treatment.—There enter into the treatment of simple chronie 
rhinitis two elements—first, the discovery and elimination of the 
underlying cause ; and second, the relief of the alterations produced 
in the nasal mucosa. By this latter statement is meant that in a 
simple chronic rhinitis depending, for example, upon a uric-acid 
diathesis, or a renal or hepatic lesion affecting the nasal circulation 
by irritation and vascular pressure, there would be produced altera— 
tions in the submucosa and the epithelial layer of the mucous 
membrane. This alteration would persist despite the removal of 





Fic. %.—Seetion from tiwue in simple chronic rhinitis, showing organization of 
inflammatory tissue. Contraction has not yet taken place, although some areas are 
becoming slightly fibrous, It will be noted thut the epithelial layer is somewhat thinued- 
The basement membrane is not demonstrable. ‘The organized tissue shows longitudinal 
and tranaverse sections of the newly-formed blood-vessels (author's specimen). 





Fi. 36,—ection of tissue in Intumescent rhinitis, The connective tissue (submucosa) 
shows round-erll intlitration, The connectivetissue fibers are separated and swollen, 
owing (o the watery infiltration, The epithelial cella show somewhat the same swollen 
condition (author's speeimen). 























‘Fig. 40,—Modified Asch’s knife, 


forceps, which is a modification of Gleitsmann’s, is the best 
| (Fig. 41), 


Fig, 41.—Milbury’s conchatome, 


Enlarged Turbinate Bones.—In the removal of a turbinate 
body a number of points must be considered: First, that it is an 

actual increase in the bony structure and not the mucous mem! 

Second, equality in‘ space in the two nostrils is vastly important, 
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axis of the turbinal bones, thus ps 
ig free depletion. The cut should be made py a 
knife, extending through the entire mucous membrane down to the 
structure, and resulting organized inflammatory tissue 
will be largely limited to the submucosa, preventing the 
which follows the use of the actual or galvanocautery or roti 
In this way the tendency to erust-formation is also lessened. 
Electrolysis will accomplish much in many of these cases. The 
same can be said of kataphoresis; yet it is only in cases due to 
purely local lesions that this method of treatment is of avail. 
“Ey hysema of the face may be caused by injury of the tur 
binated bone. Following injuries, such as blows over the 
of the nose, on account of the suddenness of the shock, 
mucous membrane may be lacerated over the of the ture 
binated bone, I saw such a case which presented itself at my 
clinic at the Jefferson Medical College Hospital, in whieh a young 























id, “deel di 

exposure, arising in the morning the yoice is often } 
necessitating a disa le hawking to remove the tenacious 
mucus, which often clings so tightly to the soft palate that vomit- 
ing may be induced before the offending material is ‘ 
During the day a hacking cough may be noticed and an z 
hoarseness on attempting to sing, sequinien sie to clear ; 
which readily tires after short exertion. There may be dull | 
headache and a tired feeling in the eyes. Dryness and tickling in 
the throat are often met with. ensive breath, coated tor 
gaseous eructations, and digestive disturbances be four 

Treatment.—The treatment of this vari of rhinitis ik pone 
tically the same as for simple chronic rhinitis, but the sis is 
more favorable. For the intense itching, which is 


a 
source of annoyance to the patient, relief can be afforded | oe 














ducing into the nostril a pinch of ordinary table salt and 
it to dissolve on the tissue. The external redness may be) 
by the application at night and in the morning of water as warm as 
can be comfortably borne by the patient. This should be kept up 
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with a numerical y. ‘This increase in tissue may also 
‘inyolve the gland-element fee and histologically is identical 
ut falls 


with the normal structure, Bore Se SEES as 
is, the new gland-tissue t does not functionate. @ tissue 
ey organized, but fails in function. This variety, the true 


te mb A soe idl aA GX Generale . The 
interference with the glandular elements of the mucous membrane, 
instead of being brought about by pressure from contraction, is 
due to pressure from excessive amount of the connective-tissue 
element. ‘The condition may be caused by repeated or continued 
attacks of the simple chronic variety, which in turn may be due 
to some irregularity within the nares, cither the shape of the 
nostril, malformations, deformities, or deflections of the septum, 
bony growths, irritating snuffs or dusts, ete. Climate does not 
play an important part other than that in localities where there 
are sudden changes of temperature and humidity, in individuals 
having any of the above nasal irregularities the tendency to nasal 
affeetions is more marked. 

eehology consideration of the etiology of this ea 
has necessarily involved some of the pathologiog alterations. 
morbid histology confirms the statements made above in regard to 
the overgrowth of the connective-tissue element, as well as the in- 
crease in the glandular structure, and the physiology shows the fail- 
ure of function in this new gland-struecture. The submucosa shows 
a greater amount of fibrous formation (Fig. 42), the veins and 
arteries are surrounded by thicker connective-tissue su and the 
venous plexuses are separated by thickened fibrous , lessening 
their liability to collapse, In the outer part of the submucosa 
there is an increase in the glandular elements, which, later, gives 
way to a fibrous formation. ‘There is a marked increase in the 
number of capillaries in the tissue. The basement membrane 
shows little or no alteration. The epithelial investment is mark- 
edly thickened, and shows the hyperplasia consequent upon pro- 
longed irritation with sufficient nutriment, The cell-layers are 
greatly increased in number. The outermost layer may or may 
not be ciliated, the underlying layers v: n their cellular size, 
and the lower layer is of quite large, columnar epithelium. This 
upper stratum of the mucous membrane is everywhere thrown into 
folds and furrows, thus greatly enlarging the free surface. In- 
spection shows a lobulated, uneven membrane, which does not pit, 
but indents, on pressure, most marked in the membrane covering 
the middle turbinate, the anterior portion of the superior, and the 
posterior portion of the inferior turbinate. 

Symptoms.—The symptoms of hyperplastic rhinitis are not 
in themselves characteristic. By this is meant that the same 
symptoms may be met with in certain stages of simple chronic 
rhinitis, intumescent rhinitis, and the form due to cyanotic con- 
gestion, as well as the condition presented in plethoric individuals, 








is dive Wo pressure from the excessive amount of connec 











ure will produce conjunctival irritation with watery overflow. 
f the rior portion of the middle and inferior turbinates is 
involved, there will be impairment of hearings one to the ocelu- 
sion of the Eustachian orifice. There will be dull, intermittent, 
frontal headache. The overstimulation of the glandular element 
will give hypersecretion of not only the anterior but also the pos- 
terior nasal membrane. There may be accumulation of secretion 
in the nasal cavity, owing to the irregular surface and the altered 
character of the secretion, This, becoming infected with sapro- 
phytic bacteria, may hecome offensive. ‘This irritating secretion 
passing into the nasopharynx may produce congh. The a 
of the true hyperplastic tissue is usually red or purplish, and, when 
it presents the whitish or grayish appearance, it is ui 
mucoid degeneration. There is often a sense of fulness and press- 
ure over the bridge of the nose, associated with some face-ache, 
There may be associated with the condition nasal 
Diagnosis.—The diagnosis of atts lastic rhinitis is impor- 
tant for this reason, that, in the simple chronic, the intumescent, 
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mucous membrane left to keep up in a great measure the proper 


cati -A nasopharyngitis, both 
Complications.— itis, or pharyngitis—or 
—tracheitis, or bronchitis are almost sure to accompany the nasal 
condition. Reflex attacks of epilepsy, asthma, chorea, spasms of 
glottis, various Ere sone 28 optic neuritis and forms 
of headache, mental different manifestations of aprosexia, 
and, perhaps, amnesia may occur. The lowered tone or loss of the 
olfactory or aural functions has been referred to as quite ope 
matic, and middle-car catarrh is not uncommon, Goes the 
nasal duct may produce a conjunctivitis or epiphora. Obstruction 
of the sinus outlets may cause mucocele, or, if infection be present, 
suppurative iets erties from Eustachian in ven 
and, juently, an associ: nasopharyngitis are present, wil 
a Die saa palati and uvula. Dy euse oh skeeh are 
see common, a are ate 3 as local pat opening 
tional effects. Locally, various forms of tumors, especial 
and, in the Tanopharyee, adenoid growths, may devel Pee 
Treatment.—Locally, cleansing solutions should te applied, 
not so much for their curative effect, as to rid the nostril of any 
retained secretion and keep the part as thoroughly cleansed as pos= 
sible. The curative treatment consists in the removal of the 


Fro, 44—Alligator-jaw force 
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Fid, 45.—Author's nasal saw—double cutting edge. 


ue. This can be done by means of acid or the gal- 

Personally, I prefer excision with the knife shown 
in Fig. 39. A wedge-shaped incision may be made, and the 
excess of tissue removed either by the saw-scissors or the snare- 
loop, and the resulting sear will be thereby lessened in extent. 
Should there be thickening of the turbinate bone or any ten- 
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ree ia apie ee it 
8 attended with searing for exam 






nitis may be so intense as to constitute cpt 
trouble, and yet we searcely think that it wou 


‘The same is true of the ozena present in lens 

parative processes of the accessory sinuses, in 

caseosa, in certain neoplasims—malignant or bane geal ial 
malformation of the nasal spaces, and in some eases of an 

ing foreign body, in all of which conditions it plays the simple, 
more or less important réle of a symptom. 

Ozena displays, in the differe! ent conditions in which it occurs, a 
considerable variation in its manifestations. It may be extreme, 
almost overpowering, or it may constitute but a slight annoyance 
from continued presence, It may be perceptible to the patient 
and not to those near him, or vice versd; may be unilateral or 
bilateral, constant or intermittent, and may disappear by er 
tion of disinfectants, or show no reaction to their presence, _ 
to the causation, there is little that can said with ieee 
Upon this phase of the subject, speculation and theory have been 
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LOCESS. 
t will be seen that the above arran; differs from t 
classification given in most works on diseases of the nose 
throat, yet it is based on clinical observations and the | le 
of the ewe en alterations of the structure, and while the 
result of the atrophic process when completed is practically the 
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same regardless of cause, yet the pathology and treatment of such 
alterations would necessarily be different. For convenience, 
atrophic rhinitis may be divided as follows: 

1) Primary, or a direct lesion of the part, such as a simple 
atrophy or a trophic process. 

(2) Secondary, or atrophy as a result of (a) pre-existing local 
sion in which, as a result of this lesion, there is atrophy of the 
membrane, and (6) atrophy which is secondary to a lesion some- 
where else, or, in other words, a condition which is forced upon 
the membrane—a pressure-atrophy. 

General Remarks.—It must be remembered that atrophy 
and degeneration are separate processes ; also, that in simple atro- 
phy of a part there is diminution in nutrition, With lessened func- 
tion, though not necessarily lessened size, for the size may be in- 
creased owing to fluid distention, as is shown in red atrophy of the 
liver, nevertheless the structural element is lessened. fe simple 
atrophy there is a reduction in the size of the cellular elements, 
and possibly a numerical reduction, but there is still present the 
individual cell, which by improved nutrition and improved func- 
tion may be restored to its proper condition ; while in degeneration 
there is an entire loss of function, the then existing cell is con- 
verted into another material, and there is no possible return to the 
normal. I believe then, in atrophic rhinitis so-called, that in 
certain stages the tissue is simply atrophied, and, if the cause can 
be removed and nutrition established, it might be brought back to 
the normal. Unfortunately the cause can rarely be removed, 
and the condition goes on to a degenerative process, which explains 
the fact that it is rarely cured. To use the term “atrophy 
with degeneration ” is incorrect ; it should be “atrophy followed 
by degeneration,” as the processes are separate and distinct. True, 
degeneration may be, and frequently is, secondary to the process 
of atrophy, but it is possible to have a degeneration not preceded 
by the process of atrophy. There seems to be an idea prevalent 
that the connective-tissue element is the first to suffer, but this I 
do not believe to be true. While it may be the first involved, it 
is a well-known anatomical and physiological fact that the con- 
nective-tissue element is the essential and independent structure ; 
also, that connective tissue can exist without epithelial cells, 
but that epithelial cella are dependent structures, and cannot exist 
without connective-tissue basement-membrane support. Now, if 
any alteration takes place in the submucosa, which is the essential 
structure—that structure which commands and controls nutrition 
—and is, of course, the first altered, the tissue farthest from nutri- 
tion would be the first to suffer—that is, the epithelial cells. I 
grant that the change is largely one of degeneration, which is sec- 
ondary to the atrophy, and the term cirrhosis (meaning a fatty 
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degeneration or fatty change) and the term sclerosis (1 a 
harening) are both correct, but the cirrhosis or fatty change fol- 
lows the sclerosis. Now, in the consideration of the atrophic proc- 
vungieg- dat is reli hie teenage Ouse 

stan! in reality, it isa i con- 
Li agen Pager with: definite structural 3 and 
as to whether it be called atrophy or whether it called 
it is 


degeneration depends entirely on the st oF ie spatinlogicel 

alteration; that is, if this alteration can while 

still an atrophic process, a fair amount of function may be re- 

stored ; but if it has gone on to a lower retrograde c! , that of 
eneration, then the cell-function can never be reato! 

‘oo much stress has been laid on the various forms ety, 
which has only added to the confusion of classification and 
muitiplicity of terms. It makes no difference, in the actual 
ess in the tissue, whether an atrophy be pri or msob lary; 
the atrophic change is the same, The causes may be different, and 
in some cases, as in a pressure-atrophy from inflamm: contrac- 
tion, the process cannot be a while it still exists as an 
atrophy ; and, although the process is the same, in an atrophy 
from lessened nutrition, if nutrition be supplied, the tissue may 
again return to the normal, but the atrophic condition as it existed 
is identical with any other atrophy, 

The variety of rhinitis often described as atrophic is usually 
that which follows the simple chronic variety (Fig. 47), and not 

hyperplastic varicty. "The process does not begin as one of 
atrophy, for, when it reaches the point of atrophy, it is really not 
an inflammatory process at all, but simply a result ; and the changes 
which take place in the structure—the cirrhosis, the desquamation, 
the involvement of gland-stracture, with atrophy and degeneration 
—are due to the facts that the nutrition is cut off by the sclerotic 
or fibroid change, and that the atrophy has gone on to a further 
ret: de change, that of degeneration. 
The fi es of atrophic rhinitis with much 











fact that—in the va 
shrinking of tissue with the wide-open nostril, the irregular cavity 
showing almost as if the bony wale were exposed—there is very 
little bleeding if irritation is produced, confirms the theory of 
¢ formation with contraction, as the fibroid contraction 
would lessen the blood-supply and thereby lessen vascularity and 
tendency to bleed, I have seen ulcers in several cases of this ad- 
vanced variety which were brought about by degenerative proc- 
esses, and from which there was practically no bleeding unless 
considerable irritation was preduee 

Atrophie rhinitis in children begins usually from the sixth to 
the tenth year. Since much of the blood-supply comes to the 
nasal cavity through bony foramina, it is possible that up to 
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that stage of Seen the foramina permit of sufficient 
u to in the 


ee but as development occurs the 
Jammer bony exit may be deereased, or, rather, not develop 
with the increase in blood-supply, thereby furnishing insufficient 
corishment to the nasal mucous membrane. This, I think, 
would account for the atrophic condition in such cases, 


























G ‘seoretlon rie posteriorly instead of draining for 
sets Up @ hasophuryngitis, 


af ied at ag atc oul be fer crtioms sleet nna ts 
iat 
Much has been said in regard to the atrophy of the turbinal 
bine in atrophic rhinitis. Some of the cases of a parent bone- 
atrophy ma’ explained by the fact that the turbinated bones 
may have imentary, or were of arrested development. 
Intomparing the shrunken and apparently atrophied bones seen 
fa ques of atrophic rhinitis with the appearance presented by the 
Guliver in the anatomical rooms, I find there is very little differ- 
be! and the apparent diminution is largely confined to the mucous 
ne covering these bones. Absorption of bone may take 
Plice, but in order to have absorption of a bony structure there would 
ly have to be marked alteration in surrounding structure, 
‘alteration would be degenerative. In some cases there is 
Ta pape bone-involvement ; but, when such a process takes 
fa careful clinical history be obtained, it will be found 
Tat there are present tuberculous or syphilitic conditions. I 
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inst on the separation of the terms atrophy and degeneration, 
teeanse the Je atrophy withont degeneration may be restored 
tothe $ when degeneration takes place, the process is 


arate and distinet, and the tissue which has actually degenerated 
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by ‘the i inherited family nose, which sing tt shape 
to nasal inflammation, There should be classed vas infec 
ties which are due to, or associated with, in! 
cdot teh 7 Ne Sellar ig ak a the 
mucosa, but also permanent alteration of the tea 

Other exciting causes are the infectious di 

diphtheria, scarlet fever, and, occasionally, 

condition is also subsequent to chronic catarrh it the hig ! 
ethmoidal, or sphenoidal sinuses, especially the last, or to an | 
involvement of the antrum of Highmore, either by infection — 

the nose, or in sient cater associated with carious 
variety of atrophie rhinitis following simple chronic paren 
rhinitis, which rondoubtally produces Press processes, should 

be classed here. 

The age of the individual at which this condition may occur is 
usually under thirty, although it may be found in the very young 
or in adult life. In my own experience I find little difference 4s 
to sex. 
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infiltration present and granular débris ; fat f cle 
of pigment may be demonstrated under the microscope. In the 
ion the structure is fibrous, but not so con- 
tracted, The venous sinuses, a5 a rule, are totally obliterated. 
The variety due to infectious inflammatory processes gives very 
much the same pathology az is mentioned above, extouk hat tee 
is a primary involvement of the epithelial surface. The altera- 
tions are more rapid and the atrophy more pronounced, to 
the fact that it is associated with generally poor nutrition. 
is then the combined process of early ‘cflaan organization 
with eoetzactint, associated with doa! tbe by the a 
of the inflammatory process by continuity a sora 
a tothe there may be tivelecmcat of the arya an iit 
geal tonsils and the glands in the posterior phate) wall, 





















a temporary st: of nasal iration by blocking the choanse ; 
and ree in “4h the crusts Bioakine Doth postarion pelt have 
been connected by an intervening band, forming an 

structure not unlike a pair of spectacles in shape, 

reported, There is but little pain, none, as a rule, exce; 

heavy character over the bridge of the nose or back o! 

and possibly a slight dull headache. Incapacity for mental actiy- 
ity and hebetude are often present, and Be may be de 
pressed or even become melancholy from brooding over 

ostracism which the disgusting odor of his malady enjoins. Hoarse= 
ness is not infrequent, and a peculiar hacking cough is often pres- 
ent. Dyspeptie symptoms are very common, and the general con~ 
dition loses tone, both from the impaired nutrition resulting from 
the gastric catarrh produced by swallowing parts of the secretion 
or germs detrimental to digestion and from the inhalation of air 
loaded with noxious products. Epistaxis is not infrequently brought 
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thorough cleansing is required. For this ‘there should be 
used = Blouse ae doses at a tem cate as LE as can be borne 
by the patient. This may be ceidena slightly alkalin 2 
addition of 8 grains of biborate of soda to the 
process should be followed by the use of equal of 

peroxid (15 volume), aqueous extract of hear and cinnai 
water. patient should then be instructed to clear the nostril 
as much as possible by blowing the nose. This, then, should be 
followed by a warm alkaline douche consisting of— 


XR. Sodii biboratis, 
Sodii bicarbonatis, 





Sodii chloratis, 

Potassii bicarbonatis, 4a gr. xv (.9); 
Acidi carbolici, get i 718) ; 
Aqui destillate, 3i) rc ). 





good nutrition, that process 
The overdistended vessels, then, by their pressure 
of the perivascular structure, and in addition to atrophy 
ure there is also atrophy from lessened nutrition. 





sened size; the enlargement of the structure is only appara 
being due to the fluid-distention, while the structural e 

are reduced in amount. The early stage of this variety is identical 
with cyanotic rhinitis. 

Symptoms.—The mucous membrane involving the middle, 
the inferior, and sometimes the superior turbinates, as well as 
the membrane lining the septum, will be boggy, tense, and in- 
jected, with the associated phenomena of acute inflammation. There 








bodies in the nose. 


.—This variety of rhinitis must not be confused with 
tis. There is much difference of opinion as to the 





born is peeally believed to take place during labor and to be the 
result of careless or insulficient cleansing birth. It must, 
however, be remembered that a violent inflammation of the deli- 
cate mucous membrane in the infant may be set up by exposure to 
irritating material in the air, or by the entrance of irritating sub- 
stanees when washing the child ; yet it would seem that there are 
eases in which there is a purulent discharge not dependent on any 
infection from the al | passages of the mother—local in char- 
acter and dependent upon constitutional conditions. The infee~ 
tion is probably mixed rather than due to any one special germ. 
Pathology.—The irritation, produced by the poisons gen- 
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gestion 
Pat ey.—But can be definitely said as to the 
In the ease of the author's already mentioned, the mucous 
membrane during the attack was swollen, edematous, and # 
in color a dull bluish-red or pale pink, resembling more a chronic 
sea eat than an acute hyperemia. This was farther borne out 
by the slow obliteration of indentations made by 
Microscopic examination of a bit of removed ‘tissue 
small round-celled infiltration into the submucosa, a relaxed and 
thinned condition of the vessel-walls, and some connective-tissue 
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Divide bet doo ie epee 

itis, but not tend towa s 
Pathology.—There is swelling of the furbinated bodies, due to 
an infiltration of serum into the connective tissue. Tn some 

the swelling is migratory in character, and in one f 
there was a surface-flow of thin serum. It may be general or 
local. The vascular structures, both arterial and venous, are 
engol or passively congested, causing obstruction, the inerease 
in bulk being due to the vascular engorgement and not to tissue- 
proliferation. 

Symptoms.—There is swelling of the middle and inferior 
turbinates, which may be intermittent or constant, with -aison 
responding degree of interference in nasal respiration. This re 
ing may change its location, its constancy depending entirely on 
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the underlying organic etiological factor. The condition may re- 
semble a cyst, and gives rise to pain, lacrimation, and a dis- 
charge of thin serum. On puncture with a bistoury a thin serum 
exudes. Cocain has little or no contractile power upon the en- 
ment. In the late stage there may be ulceration. 
osis.—Rests upon the symptoms given. 

Prognosis.—Depends entirely on the ability to relieve the 
anderlying exciting cause. 

Treatment.—Scaritication is the only local treatment advised ; 
attention should be given to correcting any existing malforma- 
tion of the nose. Constitutional treatment varies with each case. 
Special attention should be given the condition of the aliment- 
ary tract. 


SPECIFIC INFLAMMATIONS (GRANULOMATA). 
1. Syphili 
"Pasir. heredi 
2 Tuberculeas arr 
Lupus. 
3. Glandere. 
4 Leprosy. 
5. Actinomycosis. 
6. Rhinoscleroma. 


NASAL SYPHILIS. 


Synonyms.—Specific catarrh; Specific rhinitis; Syphilitic 
ozena ; Syphilitic rhinitis. 

Definition.—A specific infectious chronic inflammatory dis- 
ease of the nasal passages, occurring as the local exhibition of a 
general systemic morbid condition. It is believed to be due toa 
specific germ, as yet unproven, and in relation to its establish- 
ment is described as being congenital or acquired. The acquired 
form is characterized by a chronic course, consisting of a series of 
three clinical stages, which are marked by characteristic morbid 
phenomena and usually separated by quiescent periods. The 
stages are known as the primary, or the stage of initial lesion ; the 
secondary, or the stage of cutaneous and mucous-membrane erup- 
tions ; and the tertiary, or the stage of gumma-formation, of altera- 
tion and, finally, of obliteration of the connected vascular supply, 
with subsequent extensive tissnc-necros The congenital form 
occurs in infancy and youth, and its initial stage is passed in utero, 

In the above definition and in the following description are 
included for consideration only those manifestations localized in 
the nasal passages and such of the systemic exhibitions as may be 
necessary in diagnosis. 

The disease, occurring in all walks of life from infancy to old 
age, modified by so many conditions, now following a_ typical 
course and again apparently omitting certain stages and modifying 











In the majority of these the inoc 
rough the medium of an infected 
ts, such as an Eustachian catheter, 
diate agents, and a few cases have followed 
from a mucous patch upon the 
from the disease. Direct contact of the 
tices has been the hi: 





Sex, , Oceupation, temperament offer no protection and, 

the erection athe laws Ee smarty as formulated by Colles and 
Profeta—viz., that in the tertiary form there is no contagion, 
there seems to be no protection aguinst it. "The disease, however, 
with the advance of civilization and the 

and treatment of modern times, seems to be not 80 severe as 
formerly. 
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advances, 

form, there will be seen macroscopically a homogeneous mass, 
traversed by trabecule of fibrous tissue, comparatively blood- 
less, with a pseudocapsule formed by fibrous development of 
the adjacent structure, with irregular fibrous bands 

from it into the sound tissue. If unmodified by oe 
gumma undergoes a central fatty degeneration, the 

necroses, and a deep, spreading, erosive, and foully 
ulcer forms—the whole process, aside from specific influence, 
being e nent to the vascular implication of the disease. Tf, 
however, under proper treatment healing takes place, there 
owing to the trabecule running from the pseudocapsule toa 
anchorage, peculiar stellate scar, which is pat! jomonie of the 
disease. In its morbid histology the gummatous formation is seen 
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bolily | ‘ins. Anorexia is usually present. 

hi it is ly true or not, the clinical observations 
seem to confirm fhe fact that in primary syphilitic infection in 
the throat, nose, or mouth, during the eruptive stage the ear- 
lier eruption is likely to appear on the palm of the hand; while, 
in the general treatise on Syphilis, palmar eruption is generally 
ee ae infrequent paris occurrence. spastonatiag 

@ symptoms of a coryza appear, varyin jionate 
with the severity of the disease ; AcmeaibE, past photopho- 
bia, dull headache, difficult respiration and perverted olfaction, 
tation, and phonation may be met with. The 

is abundant, and at first is watery and thin. The membrane on 
inspection is red, swollen, and congested, and may be edematous 
—features most marked on the middle turbinate. The coryza 
increases in severity, the discharge becomes thicker, gradually 
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brought away. ‘an 












story of the and 
prompt response to the iodids should make the diagnosis 
oy Se ae inetituted. ding the 
—Under proper treatment it 

secondary stage, the chances of recovery are xine es 
During the tertiary stage, if the necrosis is not and 
vigor is fairly unimpaired, early treatment offers good chances for 
recovery. The prognosis becomes graver, however, in 

to the severity and extent of the lesions and the le of time 
that they have been untreated. After recovery, the cicatricial 


tissue formed may cause impairment of various associated fune- 
tions. 
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R. Pulveris kole, gr. iij (18) 
Ferri | ~~} (06); 
Stryabninn nitrate, FC) —M. 





ape in pill or capsule three times a day. Nasal ry is to 
guarded against by careful prophylactic treatment. If) | 
is seen after the bridge of the nose has sunken in, an artificial — 
bridge may be inserted, or modified Mayer's tubes, of a 
adapted to each case, may be worn, obtaining the desired form 
taking an impression with dental wax. en the cartilagir | 
support of the end of the nose has been eae so as to let the 
tip fall upon the upper lip, Bishop has the natural shape 
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i. tant points in the paraffin method are: 
2. Paraffin that will melt: at 38° or 89° C. 


. Do not use too much paraffin 
be made. 


Hereprrary Syraqus, 


Definition.—By hereditary syphilis is meant that form of 
syphilis in which the infection takes place before birth. In 
early form it appears usually prior to the third month, and its 
manifestations may be considered as being of the secondary type. 
The late form appears at or before puberty, and is generally of 
the dertiary type. k 

Synonyms.—Congenital syphilis of the nose ; Inherited syph- 
ilis of the nose, 

Special Synonyms.— arly, Snuffles ; Late, Syphilis tarda, 

Etiology.—This may be briefly summed up in the terse state- 
ment, “ parental transmission.” The poison may be transmitted 
through the father, in whieh case the term spéerm-inheritance is 
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: are 
varied erupti 


the nose, nasopharynx, an 





streaked, thick, dark, and extremely offensive, 
with shreds of necrosed tissue and 
tensive 
of the: 


—Barly.—The early form isusually 
in its Emncone, and ean seareely be mistaken for any 
tion. The parental history, obstinate coryza, general facies, and 
reaction to specific treatment form the chief points. 

Late.—The diagnosis is usually not difficult. The i 
nasal-tissue destruction, the characteristic and horribly offensi 
odor, the response to alterative treatment, the general manifesta- 
tions, and the history of the case should make it clear. 
may confuse, but this is slower in growth, is i 
tubercular diathesis, attacks cartilage only, does not invade the 
hard palate, and has not so pronounced an odor, Specific 
ment gives a decided diagnostic test. 

Prognosis.—Early.—The prognosis of the disease at this stage 
depends upon its general severity and the strength and nutrition 
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or acqi Recmation of the nasal A 
lodgement of the inspired germ, must not be oven eae 
“dit ied no bearing as to its occurrence, The disease 

ever, contagious, occupations necessitating contact 
those suffering from, it, especially in rooms inhabited, by them, 
filled with germ-laden dust, predispose to no slight extent, 

Exciting Causes,—The specific organism is known as the 
Heed rae agage or, = it is pemiand beg ‘the bacillus of 

is is a straight or slightly curw often beaded, 

with rounded ends, Ge and mpradcing probably only 
fission, though spore-formation has been claimed to tak : 
peculiarity of the germ is its behavior to stains, stai 











tissue breaks down, and discharge of the cheesy contents, together 
with pyogenic infection, produces the typical tubercular ulcer, In 
some cases, both in this and the preceding form of tubercular 
lesion, attempts at healing may oceur, and proliferation — 

organization of inflammatory tissue into 
result. Such formation, however, is extremely apt to undergo 

ther tubercular breaking down ata later stage. is gener- 


a 
5ak 


asaalaty to the ah) and oi of the ro 
(is necessari ves a wide ran; toms, slight 
evidences of heredi Mntensifying 


the morbid process, to the distressing picture of emaciation, hectic 


tum, which slowly spreads over the septal su to the floor of 
the fossa, but rarely to the turbinated surfaces. Tt may extend 
beyond the mucocutaneous junction and attack the upper lip, In 
shape, the ulcerating area is round or ovoid, its edges are i lar 
uneven, and may be slightly raised or on the same leyel with 
the adjacent surface. It may be difficult to tell on inspection the 
exact limit of the process, so gradually may it shade into adjacent 
tissue. The floor is rough, covered by iene or yellowish broken- 
down tissue, and small caseating tubercles mare present both 
here and in the margins. The ulcer may perforate the septum, 
The nasal secretion is increased, and is mucoid or mucopurulent in 
character, and more or less offensive. It may in some instances 
tend to crust, and a slight hemorrhage follow removal of the in- 
spissated layer, A peculiar feature of the disease is its remarkable 
freedom from pain. There is little or no tendency to heal, and 
should healing take place, the morbid process sooner or 
recurs. The form characterized by tubercular neoplasms, as a 
rule, has a different nasal site, occurring almost ARLE on the 
turbinated bodies, ‘The tumors vary in size and give rise to more 
or less marked obstructive symptoms. Their shape is usually 
irregularly rounded ; they may be smooth, granular, or nodular, 


x those living in th said to acquire it 
jose living in the country are neq! “a 


itary. 
Pathology.—The morbid process usually bis Bose i 
mary, on the anterior part of the septum, just wit 
and from there spreads, usually down over the floor and across to 
the turbinated bodies. The lateral cartilages of the nose are y 
attacked, unless by the inward spread of the form, and it 
is doubtful if the bony structures are ever directly involved. ‘The 
isease seems not to be transmitted to any notable distance by the 
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united and completely occluded both nostrils, so that the patient 
was unable to breathe through the nose. 





Fro. 54, a.—Atresia of nostrils. 


Symptoms.—The disease may be confined to one cavity or it 
may attack both. ‘The most marked symptom is the ocelusion of 
the nasal space or spaces by the nodular growth. In many of the 
cases inspection of the deeper parts of the nose may be impossible 
and the middle turbinates may be completely obscured. Phere is 
but little discharge, which, at first clear, becomes thicker as uleera- 
tion proceeds, and may become somewhat fetid, if retained long 
enough in the cavity for putrefaction to take place. The lesion 
has a marked tendency to crust, forming small scales or scabs, 
grayish or dark in color, which are more or less tenacious, and 
may cause @ slight oozing of blood on detachment, On inspection, 
if this is possible, the small characteristic nodules, leas regular in 
outline, perhaps, than in cutaneous lupus, may be seen, located 
usually on the septam. They are hard at first to the probe, but as 
they soften, the instrument can be casily pushed into their sub- 
stance and even through the cartilage, causing slight hemorrhage. 
The growths are painful, as a rule, to the touch, though their 
presence and growth give rise to little pain. If they go on to 
ulceration, the characteristic appearances already deseribed are 
present, and the serpiginous method of spreading is to be observed. 
The adyani usually of slow progress, and the occurrence of 
septal pe 
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ation has been mentioned, The external appearance 











Etiology.—The speci 
end in a —_ ese 
‘glanders, It is a short, thi us 
motile and non-f 


the horse, 
cases are rey 
another. Naturally, it is most often encountered in those 
occupation brings them in contact with horses. It is 
able that an abrasion or wound of the cutaneous or mue es 
i for inoculation, though some eases seem r 
it of the germ upon an intact surface may 
lopment of the disease. Infection has been traced to the 


from sneezing or by a bite. It has followed the common use of 
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state; there are wasti weakness, and exhaustion from pre 
Seal sitet orogens dary He 


See ultimate dit test is the i¢ 

of shee Dee, either by staini 
lation in wha a anim 

samp proof. 

eee is apt tit ea eee Oh 

ible conditions, or overluok it al 
pes lation or exposure must be sought for di 
istic cies scale if possible, elucidated, and the 
is from a broad comprehensive view, Here than 
ee careful investigation of any set of manifestations. 
disease of the respiratory tract may be separated by Ps “cr 
ae aa iaeutracd and ote ion to Preaa ra 
t may simulate typhoid, but lac! e rose spots. 

re, the most Tikel condition for which it may be mistaken, 
and may, as it rightfully should, force a bacterial examination. 
In a in stages it is difficult to differentiate from malignant 

wths. 
e Prognosis.—The outlook in either the acute or chronic form 
is extremely grave. Several cases of the acute have been reported 
as recovering, and these usually have had little aceompan 
eruption. Death, however, usually occurs after a variable 
of time—a few hours to several ‘days. The chronic form 
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in character. If the section be 
will be evidences of a central liq 
, With encroachment toward the surface, and, 
Be made after rupture and escape of the liq 
tological picture of a Lipa meal? uleer is presented. 
varieties Ai pathological alterations differ only from the cutaneous 
lesions as to site; the processes are identical. 
iptoms.—In most cases, with per' 
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fore anticipated. P. A. Morrow, after a visit to Hawaii, states 
that usually the first manifestations of the disease are in the 

ynx and upper air-passages. The anesthetic form is said not to make 
its appearance until the disease is at least of five years’ i 
There are areas of the membrane with complete anesthesia, | 

in the nasal spaces and the pharynx ; the soft palate is i é 
and motor paralysis of the larynx may occur, Ulceration 

and later there is an absorption of the nasal bones. In the tuber— 


cular form, the nodules follow precisely the same di 

















fourteen to forty-five years, anita greatest number as h ig 
occurred in Southeastern rae 

Pathology.—The lesion of rhinoscleroma consists Lees 5 
ically in a round-celled infiltrate into the corium od ele f 
occurring in the skin, or into the submucosa if occurring in mucous 
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of pain, lack of constitutional symptoms or any evidence of retro- 
gressive change in the growth, stubborn resistance to treatment, 
and, lastly, demonstration of the germ form the correlated group of 
diagnostic points. Syphilis may bedifferentiated by the history, con- 
stitutional exhibitions, and reaction to antisyphilitic measures. Epi 
thelioma may be separated by its bleeding, softness, ulceration, and 
more rapid spread. Keloid in many cases may differ symptomati- 
cally arly in the absence of the associated germ of rhinoseleroma. 
Prognosis.—The disease seems intrinsically to have no effect 
upon the prolongation of life, but may become a very serious men- 
ace mechanically by occlusion of the larynx and trachea. The 
prognosis as to cure is most unfaveruble ; no drugs modify the dis- 
ease, and complete extirpation of the diseased areas is in al 
every case followed by u return of the growth, 
omplications.—The extension of the process to the playa 
and the involvementof the nvula with its subsequent atrophy, occa~ 
sional attacks of aphonia and laryngeal spasm, and the increase of 
the growth to suffocation are the commonest of the complications, 
Treatment.—The treatment of rhinoscleroma is purely pallia~ 
tive. Surgical interference is limited to the aicretet sufficient 
tissue to relieve nasal obstruction. Internal medication, outside 
of the improvement of the patient’s general condition, should con- 
sist in the administration of mercury and the iodids. 
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CHAPTER VI. 
FURUNCULOSIS. 


Synonym.—Phlegmonous rhinitis. 

Definition.—The term furunculosis is applied to abscess- 
formation involving any part of the nose, while the term phleg- 
monous rhinitis is limited to abscesses involving the nasal mucous 
membrane, and is a rare condition. 

Etiology.—The condition usually follows an injury, and 
vccurs most frequently on the septum and near the nasal orifice. 
The furuncle may be single or multiple. The inflammation may 
have its origin in a hair-follicle. In many individuals the attacks 
of boils frequently recur, and the cartilage is always involved. It 
most commonly affects the young or middle-aged, and is associated 
with blood-dyscrasia. Persons who are the subjects of chronic 
constipation are frequently attacked. It is often associated with 
infectious fevers. 

Pathology.—The pathology is the same as in any abscess- 
formation. 

. Symptoms.—The symptoms consist in the characteristic 
phenomena, both clinical and microscopical, of any inflammatory 

rocess, with the swelling, throbbing, and tension characteristic of 
inflammation in unyielding structures. 

Treatment.—If pus has formed, the abscess should be freely 
opened and thoroughly cleansed with an antiseptic solution. Com- 
presses may be applied early, cither hot or cold. For relief of the 
pain a solution of chloral hydrate, 1 dram to 1 ounce each of 
glycerin and water, may be used locally. If seen early, before pus 
has begun to form, applications of 50 per cent. ichthyol solution 
may arrest its development. In opening the abscess the puncture 
should be made within the nostril, so as to avoid any external scar. 
Frequently the pus forms within the septum, separating the carti- 
lage. Care should be taken in attempting to puncture, as the 
cartilage is firm, requiring a sharp bistoury and deep incision. 
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CHAPTER VII. 


INFLAMMATORY DISEASES OF THE ANTERIOR NASAL 
CAVITIES. 


Uloers, non-infected 
a. Simple. 
1. Catarrhal. 
2. Herpetic. 
3. Eczematous. 
4. Due to foreign bodies. 
5. Neuroparalytic. 
6. Scorbutic. 
7. Diabetic. 
8. Varicose. 
9. Chemic. 
&. Compound—Malignant. 


Ulcers, infected. 
1. Tubercular (lupoid). 

Byphilitic. 

Leprous. 

Glanders. 

Diphtheritic. 

In measles. 

In rheumatism. 

In scarlet fever. 

In small-pox. 

In typhoid fever. 

In typhus fever. 


POLSON Mow po 


ULCERS. 


It has seemed best to consider thus collectively the various 
forms of ulceration occurring in the mucous membrane of the 
nose. 

An ulcer of the mucous membrane is a superficial necrosis 
which must extend through the basement membrane, and may or 
may not involve the submucosa. 

In diseases in which there is ulceration or fetid discharge, the 
parts should always be carefully inspected before the removal of 
the secretion, as its character will aid materially in the diagnosis. 

The numerous causes of necrosis will be mentioned under the 
different forms of ulceration in which they occur. 
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bu Scorbutic Ulcers.—Scorbutie ulcers are pe 


cept when Paes ae to some accidental irritation in the course Nee) 
or when part of a general facial involvement by scorbutie uleera~ 

tion. There is an intolerable odor due to fetid 

The edges of the ulcer are hard, thick, and shiny, and the su 

covered with clots due to the state of the blood, is 
averoe is The tendency to rapid enlargement of the ‘ 





The treatment should consist in the administration of the 
juice of a lemon three times daily, a diet largely and 
tonics, The ulcer should be kept clean, preferably by an_ acid 
wash consisting of dilute Tipdrechla lorie acid, 00 drops to the table- 
spoonful of water; the fungoid masses ought to be cleared away 
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is exceedingly rare. It may be ; 
Ppeene or hard and carts, rious with an wl 

symptoms arising from the lesion are epistaxis, st 
deformity if it be situated on the ale, 

No subjective symptoms are likely to lek traceable tot 

patch in the nose. It differs in no way from similar 

i the mouth, and needs no further description. ’ 
e ial ulcer, pike tia a { 
ee t occurs most frequently on Se Ee tn 
seen on the floor of the nose or on the surface of the uw 
bodies. The borders of the ulcer are fairly ‘call d defi 
mucous membrane surrounding it is perfectly normal in 
ance. The edges are neither sharply cut nor donee d 
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Croupous or Fibrinous Ulceration—Chronic.—In 
cases, where there is a low. nutrition, there may be a 
membranous condition invol ving the nasal mucosa, It has 
described under Chronic Nasal Diphtheria, the diagnosis 
based on the fact that the Klebs-Léfiler bacilli have been 
preene. While this may be true, I do not believe that 
in any sense an etiologic factor, as I have frequently dem 
their presence in the secretions collected in the nostril in at 
rhinitis. There may be local ulceration in this condition which 
is due to the combined local infection and the low-grade thee 
nutrition. The treatment is the same as given under Fibrino- 


lastic Rhinitis 95). 
3 Ulcers in Masts, Rheumatism, Scarlet Fever, 


y 
Small-pox, hoid Fever, and Typhus Fever.—Uleer- 
ation of the mucosa, with implication of the bones and carti- 
lage to a greater or less extent, may occur in measles, rheumatism, 
scarlet fever, small-pox, typhoid fever, and typhus fever. Per- 
foration of the septum may result, and, in small-pox, obliteration 
of the nostrils has been reported as resulting from the union of 
the opposite raw surfaces of the outer and inner nasal walls when 
the crusts have come away. The ulcers are not in themselves 
peculiar or characteristic, and are mentioned that they may be 
aide against by proper prophylactic treatment when such pro- 
romata as nasal swelling, pain, and tenderness with discharge are 
noticed in any of the above-mentioned diseases. 

Tn searlet fever the ulceration is generally due to a 
inflammation, and amounts practically to the breaking down of 
the area of infarction, It may be infected cither primarily or 
secondarily, 

In typhoid fever the ulceration is of more import, and is usually 
of greater severity. It is secondary to the disease, or rather a 
sequel, and is usually associated with inflammation of the carti- 
lage—a chondritis or perichondritis, followed by necrosis and uleer- 
ation of the surface. The turbinal bones may be invelved. The 
ulceration is always deep, involving the bony or cartilaginous 
framework, and occasionally followed: by ‘consid stl loss of tis- 
sue and, possibly, caving deformity. 
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CHAPTER VIII. 
NASAL NEUROSES. 


Nearoses of Olfaction. 
Parosmia. 
Anosmia. 
Reflex Nasal Neuroses. 
Respiratory Neuroses. 
Sneezing. 


Hydrorrhea. 
Hyperesthetic Rhinitis (Hay fever). 
Cough. 


Pharynx and mouth. 
rynx. 
Asthma. 


Reflexes Outside of the Respiratory Tract. 
Kar. 


Eye. 

Migraine, Congestive Headache, Neuralgia. 
Chorea, Epilepsy, Vertigo, and 'Aprosexia. 
Stomach. 

Heart. 

Sexual Organs. 


Uwsper the heading of Nasal Neuroses are to be included (1 
Neuroses of olfaction, having to do with alteration in the sense o' 
smell; (2) The phenomena originating directly or indirectly in 
intranasal excitability, styled reflex. 


NEUROSES OF OLFACTION. 


The sense of smell, if normal, implies healthy olfactory bulbs, 
normal mucous membrane covering the superior turbinate, the 
upper half of the middle turbinate, and the upper three-fourths 
of the posterior part of the septum, and free ingress for the air 
laden with the odorous particles which excite the nerve-filaments. 
Alteration in any one of these factors may cause perversion or 
loss of olfaction. 

The neuroses of olfaction are Parosmia, Hyperosmia, and 
Anosmia. 

Parosmia.—By parosmia is meant a perversion of the sense 
of smell—a perception of imaginary odors superimposed on an 
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perm: Th vn ie d yey 
anent. © condition may ue 
tion of gases, of stron, a a 
constantly inhaled. ‘Trauma of the olfactory nerves, or 
or truma of the ethmoid bone has caused anosmia ; cocain 4 
cations have produced it temporarily, Anosmia may be 
to extension of a chronic i jammation from the lower tae ned 
nose, to adenoids or polyps, to excessive or diminished nasal secre~ 
tion. Morphin, atropin, and mercurial poisoning may cause it, as 
may ascending neuritis of the olfactory moni 

“Anoamia intracranialis may result pri from anjory, tot 
olfactory bulb and tract, or by pepe sir tumors affecting 


degeneration, by congenital absence of the ere. nerve, 
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place in the attention of both the al p 
specialist, and bas been the thesis of numerous 











ce of a practically uniform view of its nature. 
chief points of these controversies have been in 
shological factors involved. Our study of these must in 
ideration of both the gneee and the exeiting 
Etetaporey Causes.—Chief among the i 
the presence of a general nervous habit of the 
be very evident to the eye of the physician, or may I 
only after a careful examination. This may manifest with 
a multitude of intervening gradations, as the peculiar condition | 
produced apparently by an excess of nervous force, or, on # 
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tation in the nasal mucous membrane 
chemical change in the constituents of 
a Tt is a well-known fact that in 

















more susceptible to disease. This must be pe oe 
condition of the individual which renders him susceptible to d 

ease, owing to altered chemistry and lowered cell-resistance, 
Temperature and climatic changes do affect the chemistry of the 
secretion. As to the effect of pollen in certain cases, is it mot 
possible that, owing to some peculiar constituent of the secretion 
of the mucous gland, there is deposited in or on the nasal mucous: 










apparently immune, and so far as the 

but little susceptible, though 

are claimed by certain authorities 

other races, e influence of the neurotic 

already been mentioned, and this must also he s the 

expression of the influence that is usually aceredited | ani 

idiosynerasy, and in like manner to the patient’s personal | ¢ 

The disease seems also to be of an aristocratic nature, in that it 

more prone to occur in those of social standing: and ieee than 
J or farm-hand 


in those of humbler spheres, and the day-l 
with his simple, healthy life is far less susceptible to | ; 

than is his town or city relative with his more or less artifiei: 
“high-tension” mode of living. Certain conditions which formerly 
were held by some to be active causes must, in the light of 
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y te provoked at any tment te: year 
infrequently the attacks may occur in 


is little doubt that the experiments 
e given a correct solution of the exciting 





some resort of this character suddenly loses its 
either from the introduction of the obnoxious 


ments carefull ed by the patient before leaving for 
tomary resort Asp Teena carry mifislent of 
tant to cause a paroxysm. The influence of dust is 
able by its contamination with pollen, although in itself it 

iousl. vate and, we believe, even provoke the 

florists afflicted with the disease have to | 
ing the efflorescence of certain pl 

ceptibility ceasing as the flowering season of the plant comes to 
an end. The varieties of plants producing irritation are many. 
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ee ae the disease is i eealy Pee | membrane pies 
yperesthesia, occupying various varying in number. 
One is located at he aoatasla extremity of the inferior turbi- 
nated body and the corresponding part of the septum ; another at 
the anterior extremity of the same turbinate. A third is found 
at the anterior part of the septum or nasal wall, just within the 
angle bounding the vestibule ; and a fourth sometimes is found on 
the mid-surface of the middle turbinate (Fig. 54). That these 





Fig. 5i.—Norvesupply of nasal mucosa, showing position of sensitive areas, 


areas are essential to the production of the attack is seen in the 
exacerbations following their mechanical irritation—a feature 
which we regard also indicating that other irritants than 
those of plant origin ar some cases causative—a fact already 
stated in considering the etiology. Just why this abnormal irri- 
tability should exist in these sites is possibly explained by the 
anatomy of the membrane. It has been proven by histologists 
that the terminal filaments of the nerve-supply to a mucous mem= 
brane penetrate its | snt membrane to a certain extent some- 
what in the same manner that a hand fits its fingers into the 
fingers of an encasing glove. It is possible that at these sites 
there is a deeper penetration than normal, or even: a Brent 
permitting the peculiar irritant to approach the susceptible fila- 
ments more closely, The same condition would result from a 
thinning of the membrane, either from a temporary or permanent 
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head are frequent. As qe Paine 
es seropurnlent and shows 2 ten-— 
‘ing down. Pseudomembrane may form, 
own this membrane had undergone par- 
b when removed. There is a dull 
an accompanying frontal head~ 
porary loss of smell and taste, 
ent of the Eustachian orifices in the 








it comprise slight attacks of sneezin; in 
Some = run a not 80 Sr and de 


matic rene occur in many instances, conaten 

originate from the same cause or exist as an ii 

isa Seah irs ag yet. The sym os, Bol oat y ae 
those of bron ma as a separate 

do not begin until the attacks have one well catablished, Aa 
vary in severity also ; occasionally the patient has a bi 
expectoration following the paroxysms, and, rarely, ; SR 
has occurred. ‘The attacks may take place simulta wih 
the catarrhal symptoms or they may follow their 

they may last for a few hours only or may be of more extended 
duration. Usually they oceur during the If coincident with 
the catarrhal paroxysm, the onset is gaat! insidious, the asth= 
matic symptoms increasing in severity aa the former 
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y 
same as an attack of cold. The nose is the su 
yet if pe pedent did not have a nose, it would not pr 
taking cold ; the same is true of hay fever. The cold ean be 
but there can be no guarantee offered the patient that. 
have another cold. big altering the chemistry of the sec 
an individual suffering from hay fever will relieve the 
just as soon as similar conditions arise again the ree v f 
iable to another attack. In many cases which T have tre | 


have been uble to relieve the patient and allow him to pa n= 
fortably through his hay-fever season by simply seeding ta 


not pr 





; areas, they may 
or potential, before or duri 

given in the other conditions for the 

xysm is equally applicable in this form. 





an f 


ition are ouly 
severe cases there is 


ion does not elim- 

inate the nose from the role of exciting cause, but further search 

for abnormality or disease should be instituted and remedied, if 
found before abandoning the field. 

Pharynx and Mouth.—Due to intranasal disease, there have 

been reported as occurring reflexly in the pharynx and mouth, 
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attack, the mle tect oc ae 
i form due to bronchitis they are 

asymptom of x disease, is character- 
and expi » That there are 


many etiological factors is en 
tiaake: aot as as to Saas but 
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rie, and of feuits, especially r es. 

a liens trom various plants, a 
emanations from individuals, have been known to cause as a 
oT «d smoke will frequently. seute 
rritating gases, vapors, and smoke wi ran 
stiack. ‘Thiemust be dae to the fact that the pratt 
lated by the irritants from without, and in that secretion there is 
an irritant which is really the underlying etiological factor. 

‘The dust and vapor from the horse produces in certain individ- 
nals what aa ener ng eer ne and in on instances asth- 
matic attacks are associated, is variet; am | sure, 
from my experience in laboratory javosti patted Pert ek 
to the altered secretion cases and is due to the smmegia seore- 
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tion. The dust from mouldy straw or any form of the grasses is 
especially irritating. 

In some asthmatic cases there is hyperplasia of the nasal 
mucous membrane, especially the middle and inferior turbinates. 
However, in many cases this is observed-where there are no asth- 
matic attacks, 

Three essential elements exist in every case of asthma: A 
sensitive area of the mucous membrane, sensitive nerve-centers, 
and an internal or external exciting cause, which may occur in 
any of the above-mentioned conditions. In other words, in indi- 
viduals suffering from asthma, while there may be certain sensi- 
tive areas, and certain local predisposing causes, there must be in 
every case some systemic, underlying, etiological factor, either in 
faulty secretion or faulty elimination, or due to some organic 
structure. The nervous element may be the underlying or merely 
associated factor. The extent of involvement of the nervous sys- 
tem differs in individual cases. The pneumogastric and phrenic 
nerves, with their distributions, are frequently involved. 

Asthma can be simulated as far as breathing is concerned, and 
4 perfect asthmatic attack produced by certain individuals who 
are absolutely free from any bronchial, or, in fact, any irritation 
of the upper respiratory tract, and who have never had asthma. 

In some asthmatic cases there is a change in temperature, while 
in others there are absolutely no temperature phenomena. 

The two great classifications from a pathological standpoint 
should be : 

First, the varieties of asthma in which there is, upon physical 
examination, no organic lesion, and in which the patient is in good 
health, with the exception of the asthmatic attacks. 

Second, the cases that are associated with some organic or sys- 
temic disease. 

Asthma, systemic or chemical, as is true in hay fever, must be 
worked out in individual cases. There is no one underlying etio- 
logical exciting factor of the vasomotor paresis and bronchial spasm 
which really forms the asthmatic attack. That secretion has to 
do with it is illustrated in some of the remarkable cures of asthma. 
Tn the so-called essential asthma, cases have been reported cured 
by the administration of diphtheria antitoxin, Care should be 
exercised, however, in selecting the cases, as antitoxin has been 
used in asthmatic cases with fatal results. This would certainly 
point to the chemistry of the blood and secretions ; if the theory 
of opsonins proves to be true and applicable we may be able to 
find the deficient element of the blood or the irritating exciting 
factor, and by chemical process immunize the individual to these 
distressing attacks. ; 

Treatment.—The treatment should be directed toward—first, 












Ear.—There are at times reflex phenomena in the « 
discoverable local cause, that have been referred to 
tation, Persistent and continued cong 





the medium of the otic ganglion. 


i Eye.—lIntimately connected and close: rf as 
the nose and eye, if reflex action were hawal aayehene tance | 
be natural to expect it here. Notice of extension of morbid proc- | 
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ly, relieved a most annoying and disfiguri 
the nose has been observed mnie a 
cases, The rose acne, or “ red nose,” is 


lish hue, and, owing to its conspicuous color, is a great — 
source of annoyance to the individual. There is always asso- 
ciated with this condition a turgescence of the nasal mucous mem— 
brane, more of the tumefacient or passive variety than actual 
congestion, and in many cases the parts are excessively hot, not 
only giving to the patient a sensation of heat, but hot by 
contact. 
While the condition so described as “red nose” presents a 
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. Zinci phosphidi, * gr 004) ; 
a Quinine bromidi, i Boys 
Extracti nucis vomice, —_ gr. } (.015).—M. 


If there is tendency to constipation, there should be added 4 
to 4 grain of the powdered extract of cascara sagrada. Shower 
baths, cold or tepid, or local sponging with cold water and alcohol 
should be ordered. Nutritious diet and an outdoor life are to be 
insisted upon as far as practicable. 














fever is often marked 
mati i 


istaxis may also occur wl 
ment of the ethmoidal yeins. 

3. Constitutional Conditions Favoring Epistaxis.—The list 
of these is a long one, and nasal hemorrhage occurs with trifli 
or grave import. Of these, we may fittingly first mention the 
hemorrhagic diathesis, hemophilia. or bleeder’s disease, which not 
infrequently first exhibits its presence by the copious and intract- 
able nasal hemorrhage that may appear on trifling provocation. It 
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il features are of importance in 
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the bronchial and pulmonary tracts, the subseq! 
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ilute sulphuric 

may be tried, or tincture 
doses three hours to an adult, avoi 
‘These failing, resource must be 
of local pressure, with or without the use 
‘Thus the spaces may be filled with plugs of wool, 
cotton, which should be aseptic, and may be plai 
An 8 per cent. solution of antipyrin is admi 
tions ly mentioned. The plugs may 
and then drying, and thus 
needed ; when they are to 
water, or they aus be seahly rs i ere = 
volume stre! roxid of rogen, dilute solutions 
elis, or 1: eo solution of tanitonees acid are exe Tt 
is advisable to attach a fine but strong cord to pledget to 
facilitate removal. These are inserted through the anterior nares, 
and pected one by one carefully to insure equable pressure, Vari- 
ous forms of rubber bags have been introduced, which, inserted 
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found within the narrow confines nasal is 

both as to its | and the wide variety of which it com- 
prises, It is useless here to attempt even a brief mention of such 
objects, save to remark that size is i ioe LLG 
tation. We are considering, of course, only the eases in which 
such objects after entrance to the nasal spaces become lodged, and, 
finally, after s ip realslng. ellen 96 EE et ene aetna) 
removal, are brought, it may be the lapse of years from their 
insertion, to sician’s attention. 

Etiology.— orelga’ bodes of ‘thie; class ay unten site eat 
spaces in three important ways. They ma; ‘inserted directly 
into the nose by the patient. Tia te pare, Sere in ere 
in those of unsound mind, and in that strange class of m 


entities—malingerers, Secondly, they may enter the nasal 
through the choanw. This occurs ay in vomiting or it 
in which swallowed substances are forcibly ejected and pass bei 
the soft palate. Paralysis of this organ markedly predisposes 
this method of entrance, even in deglutition. A very few cases of 
instrumental introduction are recorded. Thirdly, though this is 
rarely the case, they may find entrance throagh penetration of 
the nasal walls or floor of the nasal hood. We may also mention, 
asa foreign body of local production, the so-called rhinolithe or 
nase calewi, which have just been considered (page 210) 

Pathology.—The Eethology varies greatly with nature 
of the object. The object ma: 


Cs 


iy be small, so situated and of such 
a character as to evoke practically no manifestations from the 
membrane, save a somewhat greater irritability to external influ- 
ences or an increase in the normal secretion of the adjacent 
glands. On the other hand, with varying degrees intervening, the 
opposite extreme may oceur. The object at once, or perhaps al 

years of quiescence, causes an acute inflammation by its irritation. 
The membrane becomes swollen and turgid, and its vessels become 
dilated. The submucosa becomes infiltrated with fluid and cella- 
lar elements, and the glands adjacent to the object are spurred to 
greater secretion. The swelling continuing, the Hore gradu- 
ally increases, helped, it may be, by swelling of the object itself, 
if it be of such a character, and acts as a cut-off to the supply 
of nutriment. As a result, the epithelium dependent upon this 
undergoes necrotic changes, desquamates, and exposes the under- 
lying boggy tissue. Pyogenie infection occurs, attempts at cell- 
proliferation and organization are counterbalanced by the liquefy- 
img action of the pyogenic organisms, and superficial necrosis takes 
place, forming irregular ulcerated areas. a now, from adjacent 
vessels not so directly influenced by the pressure, sufficient nutri- 
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Tt not infrequently hay that the nasal are invaded 
by various lower forms of life. Such 
ous insects, intestinal worms, leeches, and the like, These, as a 
rule, quickly give evidence of their presence by the 
increased discharge and pain, which they cause through r 
presence and movements. As a rule, they are quickly recognized 
and as readily removed, living or dead, unless coher 
have penctrated the conn sinuses, To cuter into a ail 
account of these is scarcely necessary. There is, however, a phase 
of this condition, fortunately rare in northern latitudes, but which 
is of sufficiently common ocenrrence in tropical climates to demand 
attention, This is the condition produced by the de 
within the nasal structures of the larvie of certain flies, and which 
is termed myasis narium, or, in vulgar English phrase, “ maggots 
in the nose.” 


Etiology.—The direct cause of this condition is the deposi- 
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and takes place not alone at the site of larval activity, but spreads 
yO a se ready entrance to the connective-tissne 
not infrequently burrow out through the nasal 

and, forming swellings not unlike abscesses in character, 
finally eat through the integument and escape. They may burrow 
through into the bony sinuses, or even into the or cavity. 





the 

nose, a slightly increased discharge, and a slight tickling. This 
of violent sneezing 

8 ie peek as the larve develop and increase in num- 
bers, the tickling develops into formieation, which, by its per- 


and severe throbbing headaches, all so constant and severe as to 
cause insomnia of feticgerctal type in itself. The nasal di 

is carly increased, and gradually becomes thicker and purulent, 
containing the pulpified tissue, and possibly also, in varying num- 
bers, the maggots themselves. Epistaxis is frequent, from a small 
tinge to a dangerous burst of blood. Edema of the face and eye- 
lids, possibly also of the palate, is likely to follow, and small 
tumors not unlike abscesses in character are apt to form, each 
pening to open on the surface and discharge its contained Iarvse 
with the mass of putrid material in which it is embedded. Unless 
relief is obtained, the loss of tissue is rapid and extensive. The 
mucous membrane is Boe and discharged ; the hones and the 
cartilage, owing to loss of nutriment from the supply furnished by 
vessels from the already-destroyed softer structures, perhaps also 
directly attacked by the larvw, are necrosed, and come away in 
the foul discharge, The bony and cartilaginous framework of the 
nose, in whole or part, may be destroyed, with not infrequently 
fatal or terribly disfiguring results ensuing. It is seareely neces- 
sary to speak of the profound systemic involvement that rapidly 
develops. All the evidences of a septic intoxication of no mild 
degree quickly come on—high and irregular fever, chills and 
sweats, gastric disturbances, in short, a typical ease of pus-intoxi- 
cation. As the disease progresses, the symptoms of r local 
action become more marked—vertigo, sudden spells of temporai 
blindness, agonizing headache, and maniacal delirium. Tadecd, 
suicide is not unlikely to be attempted to escape the frightful 
agony. Finally, from the septic intoxication or an acute menin- 
gitis, the death of the patient takes place in convulsions and coma, 





CHAPTER XI. 


NEOPLASMS OF THE RESPIRATORY TRACT. 


CLasstFicaTIoN. 


Non-malignant : 


Origin.—Blastodermic layer—hypoblastic and epiblastic layers 
Epithelial-tissue type--adult variety (typical, benign). 

1. Papilloma. 

2 Adenoma. 
Origin.—-Blastodermic layer—mesoblastic layer. 
Connective-tisue type—sdult variety (typical, benign). 

1. Angioms and Hematoma. 

2! Chondroma (Enchondroma). 

3. Exostosis. 

4. Fibroma. 

5. Lipoma. 

6. Onteoms. 

a. Eburnated. 


Malignant: 


218 


Origin.—Blastodermic layer—hypoblastic and epiblastic layers. 
Epithelial-tissue type—embryonic variety (atypacal, malignant). 
1, Carcinoma. 
a, Epithelioma. 
1, Squamous-celled. 
2. Cylindrical-celled. 
8. Tubulated. 
6, Glandular. 
1. Scirrhous. 
2. Encephaloid. 
Origin. —Blastodermic layer—mesoblastic layer. 
Connective-tissue type—embryonic variety (atypical, malignant). 
1, Sarcoma. : 
a, Round-celled, small and large. 
6. Spindle-celled, small and large. 
¢. Mixed-celled. 
d. Giant or myeloid. 
e, Alveolar. 
Mixed tumors. 


1, Adenocarcinoma, 
2. Myxocarcinoma. 
3. Myxosarcoma. 
4. Myxofibroma. 
5. Teratoma. 


1, Simple or Retention-cysts, 
2 Cystoma. 
3. Dermoid cyets. 


r structures and involves the mucous: 
. Both m a ee 
structures: respiratory 

in the other structures of the body. 





is associated with reflex irritation, it then becomes surgical and 
should be excised. This should be done by means of a sharp 
knife, lacerating the adjacent structure as little as possible. 
fasal Cavity.—Papillomata within the nasal cavity occur, 
according to some writers, quite uently. Hopmann maintains 
that they are often confused with polypi, In a polypus with con- 
siderable fibrous tissue (fibromyxoma), in whieh from any irrita~ 
tion inflammatory processes take place, the organized inflammato 
tissue from contraction would cause the tumor to simulate a papil~ 
oma. Personally, I consider it a rare tumor of the nasal aoe 
The common sites for the growth are the inferior turbinate, 
lower and anterior portion of the septum, and the lining of the 
vestibule. It is most commonly of the hard variety, as is usual 
the case where there is squamous-celled epithelium, nor does it 
differ materially in microscopic appearance from the skin-wart, 
except that the epithelial covering is very thin. It is rely vas- 
cular and tends to ulceration ; it is usually single and small in size. 
Symptoms.—There is a sense of irritation within the nostrils ; 
often, profuse discharge due to the irritation; at times there is 
slight pain, Although the tumor is usually small, it may attain 
a size sufficient to cause nasal obstruction, Slight bleeding may 
occur. Through reflex phenomena asthmatic cough may exist. 
If much bleeding and ulceration occur, a possibility of malignant 
change should be taken into consideration. 
Treatment.—Treatment should consist in Sons niats removal b 
means of entting-forceps or the knife. Acids should not be appli 
Tn one case reported (Dunn) spontaneous separation occurred, 
Nasopharynx.—Papillomata of the nasopharynx are ex- 
tremely rare, only a few cases having been reported, These were 
of rather a mixed variety, resembling more closely villous papil- 
lomata, and were situated on the posterior inferior border of the 
inferior turbinate. 
Symptoms.—From the irritation produced by the presence of 
the tumor, which is practically that of a foreign body, there exists 
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cane of tissue-type, rep di of the two types occurs 
or pilloma or as The. Scan ae fictoe 
ant: 
Mialat Gorud-ant the orient of involeoeeat af tea ecbeoietala 
lermia 
fibrous changes involving the sbupttetad ec decry Bess 
ficial any eee verrucosa (Virchow)—affects‘not only 
the 


the popille, ut there isalso a proliferation of the surface-epithelium, 
piling up. into a wart-like th. *, these 

growths resemble the hard and soft papillomata. The tumor maj 
Lge Pas and Say oe costa ceili eee 
or anata it a variety of shape—mulberry, rasp- 
 oanliflower, or foliated, ‘The common site ta the anterior 


portion or angle of the vocal cords; but it may occur on the ven- 
tricular bands and epiglottis. The tumor varies in size from that 
of a pin-head to that of a bulb sufficiently large almost. to occlude 
the larynx. In adults, papillomata are of slow growth and usually 
occur ‘Tigh up in the larynx (supraglottic portion). In children, 
they are of ial prorat a may occur in any portion of the 
larynx. Syphilitie nodules occurring about the vocal cords and 
larynx resemble in many ways the papillomatous growth, and I 
have seen a number of these so-call papa tumors dis~ 
appear under a thorough course of iodids, proving, to be sure, that 
y were not papillomata, but specific granulomata. 
Symptoms.—The chief symptom is that of interference with 
the function of gees the extent of impairment depending 
upon location and size. A growth may occur in the aryepiglottic 
folds, epiglottic folds, or even the ventricular bands, without pro- 
ducing any marked alteration in the voice. At first, there is no 
interference with respiration even by reflex action. In children, 
spasmodic contraction of the muscles of the larynx may take 
place, owing to the presence of the tumor. As a rule, though, the 
interference is due to the tumor’s size, Some dyspnea may exist 
when the growth is pedunculated and lies on the vocal 
it be above the cords, the dyspnea will be more marked on inspi- 
ration; if below, on expiration, although spasm of the glottis may 
be produced in either case. The presence of the tumor usually 
excites a catarrhal inflammation of the larynx. Hemorrhage is a 
rare symptom, and occurs only in cases in which the growth is 
subjected to friction. When severe hemorrhage occurs, atoate 
is most likely malignant. Pain, if present, is slight. 





tion, Hloma in children may entirely disappear without 
(So lapgasesone f : 





occurrence owing to the histology of the structure, Some cases 
have been reported of mixed tumors in which there was appar- 
ently gland-strneture ; but simple adenoma of the anterior nares is 
practically a histological impossibility. It may occur, however, at 
the nasal orifice, 

Nasopharynx.—The only gland-structure in the 

. is that known as the pharyngeal tonsil, which is a lomerate 
gland and does not belong strictly to the adenomata, so that pure 
adenoma of the nasopharynx does not commonly occur, although 
its occurrence has been noted. 

Fauces.—Owing to the histological structure of the soft 
palate, especially of the posterolateral surface, and owing to the 
great number of muciparous glands in this lax structure, and also 
to the fact that it is the common site of an inflammatory Nk ep 
cystic adenoma may occur in this location, The simple adenoma, 
however, is rare, the growth usually being in reality an 


fibroma (Fig. 60). 


when it oceurs within the vestibule of 
early as possible should be insisted upon. 





t, is seen more frequently on the septum 
than on the turbinal wall, Like the opter een there 
no assignable etiological factor for its existence ; but like all vasen- 

n 


circulation itself, for it is brought about by an alteration in the 
vessel-wall which may be the result of some deficient nutritive proe- 
ess, Whether or not it be of import from an etiological standpoint, 
it is clinically true that these vascular tumors are more likely to 
oceur in individuals of a lymphatic temperament,  Itis i ible 
to say whether this is due to any peculiar formation of the vessel- 
wall in these individuals, or whether it is the effect of the low- 
grade nutrition secondarily affecting the wall; yet the clinical fact 
remains, 

Symptoms.—Because the tumor acts as a foreign body, the 











the nares. common site is the lateral walls of the pharynx. 
Owing to the vascularity of the parts, the vessels of the tumor 
occurring in this location are likely to be larger, and the tendeney 
to hemorrhage more marked, The only symptoms of importance 
one ene Reena COE Ne of an. Y 
fore; ly—pain on lowing, and a tent to 
ae removal of an angioma in this coca the galvano- 
cautery should be used instead of the cold-wire snare, and while 
by its use the hemorrhage can better be controlled, yet it must be 
borne in mind that to the wound there is added trauma—a burn, 
Great care should be exercised in the removal of an angioma, 
owing to the tendency to est 
and Uvula.—The bundle of veins at the back of 
the pharynx, known as “ Cruveilhier’s submucous venous pl a 
n reported as becoming engorged and varicosed to 
extent of causing a disagreeable fulness in the throat and an irri- 
tating cough. 
Tt has been our good fortune while preparing this book to see— 
but once, howeyer, and that but for a short time—an 
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Fig, G4—Fettorolf's saw-file: A, side view; B, fice view; , clevation or crosseetion. 


Nasopharynx.—Only two cases have been reported of chon- 
Sree occurring in the nasopharynx, and both were in young 
adults. 

Tarynx.—Chondromata of the Jarynx usually involve the 

arytenoid carti- 


ericoid cartilage, but the thyroid, epiglottic, and 
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the posterior part 


else the septum may be permanently weakened or even. od. 
Treatment.—Tirst, unless the ridge or spur is so located as 
to form mechanical obstruction to nasal respiration, or by its pres~ 
ence cause accumulation of secretion, thereby being a source of 
irritation, its removal is not necessary, as the resulting sear will be 
of more injury to the individual than the spur or ridge. If there 
be associated any peculiar reflex phenomena without any assign- 
able cause, the lero is justified in the removal of the ridge as 
a tentative curative measure. When the spur is to be removed, 
the mucous membrane should he carefully dsgected up from the 
lower margin of the growth after the tissue has been benumbed by 
the application of a local anesthetic, preferably a 6 per cent, solu- 
tion ae cocain. The projecting spur may then be removed by means 
of saw, biting-forceps, or the alligator-jaw forceps shown in 
44 and 57. atonal, I prefer to use the saw shown in Fig. 
which is easily handled ; the cutting surface can easily be controlled, 
and with this instrument the growth can be removed without 
injury to adjacent structure, Besides being able to control the 
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turbinate. I saw one case in which the fibroma, which was 
pedunculated, had its origin in the floor of the nose. The 

of the tumor is controlled somewhat by its location. When occur- 
ing in the x, it is apt to be pear-shaped, 

junculated. found in the anterior nares, they are usual 

not so large and markedly elongated. Early in the development 
of fibroma there is practically no pain, it is only when the 
tumor reaches a large size that there is associated , Which is 





F16, 6 —Simple fbroma. 


caused by pressure on adjacent structures rather than ‘canta in 
the tumor proper. There is often considerable epistaxis, which 
may be not only from the tumor, but also from the adjacent 
mucous membrane, which has become ulcerated by pressure. 
The nasal obstruction will necessarily depend on the size of the 
tumor, which is frequently of sufficient size to obstruct the nasal 
cavity entirely, and even produce external nasal deformity. There 
is often associated partial loss of smell, which may be due to direct 
pressure of the tumor, or may be brought about by inflammatory 
processes due to its presence. There will be lack of nasal reso- 
nance, giving a peculiar nasal twang to the voice. The pathology 
of nasal fibroma is practically the same as for the growth else- 
where, except that it is often highly vaseular and the blood-vessel 
walls are markedly thinned. The fibrous network, instead of 
consisting of bundles of fibers, will show more spindle- or stellate 
cells, rendering it difficult to differentiate from the small spindle- 
cell sarcoma. Fibroma may be associated with a myxoma, or it 
may be a simple fibroma which has undergone myxomatous 
degeneration. 

Diagnosis.—As a rule, the application of eoeain to any of the 
benign or malignant growths is an uncertain aid to diagnosis, as 
hyperplasia is only slightly affected by this drug. The sense of 














i th 


Treatment.—Beneficial results have been claimed by 
from the injection of certain drags, such as i 
chlorid of zine or a few drops of dilute acetic or hydrochloric a 


means 
in 





Tonsil.—A few cases have been reported of fibroma of the 
faucial tonsil, As fibroma develops from connective tissue, it must 
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iratory tract—the larynx—seem to make it a favorite site for 
erga The constant irritation, I believe, has more to 
do with malignant neoplasms than with benign. 

pr tcaial oh the lary ea, ites in the vocal cord, no 
Scat right or : eft Asa rule, the 

tumor is not size, not for any hi ic or i 

reason, but rail the fact its lation directs atetion 8 
presence in its growth, its prompt remov: us 
early renee farther increase in size, Al general consti- 
tutional conditions or local inflammatory changes may tend to the 
de: t of fibroma, the facet remains that they are often dis- 
co" in a larynx which has been previously perfectly normal 
and healthy. Besides, fibroma in other locations is by no means 
necessarily associated with inflammatory and there is no 
reason why it should not be controlled by the same laws when 

occurring in the a Aa ; ay 
Symptoms.—One of the first toms manifested, especi: ly 
if occurring above the glottis, is the Tnvetfeneces with jon. 
This marke inspiratory or expiratory, but it gradually becomes 
permanent. The tumor acts as a foreign body, and there is fre- 
srently associated spasmodic contraction of the Ja 1 muscles. 
ere is usually considerable cough brought about by the constant 
irritation of the movable foreign body. There may be slight pain, 
but, as a rule, this symptom is absent. Should ulceration occur, 
there will be hemorrhage, but, as the fibroma is one of the well- 


y 
Fro, 68,—Sohroctter’s improved laryngeal tube-forceps, 


nourished tumors, ulceration is not likely to take place unless pro- 
duced by friction. Next to the papilloma, the fibroma is the tamor 
most frequently found in the larynx. It is generally seen in the 
young or in early adult life, and is very rarely seen in the adult 
or aged. The mucous membrane covering the tumor—and in this 
location it usually has a mucous-membrane covering—is highl 
vascular. Fortunately, the tumor is, as a rule, single, although at 
may be lobulated. Just as unfortunately, it is usually sessile, the 

unculated variety being easily removed. 

Disgnosis.—By its smooth and yascular surface it may be 
differentiated from papilloma occurring in this location. At the 
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The produced were mechanical, and were those of a 
7 = ae : orate 

pte was Oe ciety pone ot oe es 


—Only 10 ‘cases of ie deerme bere: bees 
Of these 5 were during life. of the cases 


‘Fis. 70.—Mathieu’s throat-forceps, 


were reported by McBride, 1 by Hohlbreck, 1 by Schroetter, and 
1 by Bruns, afer the ths to be pic Ai rare. In 
the cases re : the tumor was situated in the aryep i 
folds the sinus pyriformis, the ventricle of the larynx, or else- 
where within the laryngeal cavity. The tumor in this locality 
does not ditfer in its histology from the ordinary lipoma, Tt may 
be single or multiple, and is usually not of large size. It may be 
sessile or pedunculated, and is usually covered with a mucous 
membrane consisting of thickened epithelial Jayers. There is a 
tendency for lipoma to recur, which would suggest a possible 
muallgant tendency of the growth. The tumor, which is soft, 
may be removed by means of the biting-forceps (Fig. 70) or curet. 
There is a very slight tendency to hemorrhage. 


OSTEOMA. 


Nares.—Osteomata of the nasal may be growths pri- 
marily from the bony or cartilaginous walls of the nose, or may 


have their origin in some of the accessory sinuses, project 
thence into the, nasal cavity. The tumor usually originates high 
up in the nasal passage ; its shape is largely Getarraloet, Byes 
ure from surrounding structures, which is usually lo 
indeed, often of such an extent as to produce marked a 
Like osteomata in any location, they are of two varieties, eburnated 
and cancellous, The tumor may have its origin from the juncture 
of bones or the union of bone with cartilage. The proliferation of 
the osteoblast usually begins in the periosteam, e actual cause 
of the bony growth is not known. 

Pathology.—While the tumor is divided into the eburnated 
and cancellous, both varieties of bone are usually present, one or 
the other predominating. As an osteoma may spring from either 
cartilage or bone, it is possible that it may have its origin in 
latent cartilage- or bone-cells. Some are inclined to oars 
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75 shows such a tumor. I do not mean to imply that the tumor 
degenerates into sarcoma, but that it becomes a suitable nidas for 





he -Myxosarcom: 1, Seat tous tisewe; b, blood-weasel; 6 xomatous atract 
FO yee showing cmall round serooma calle todheating the 


the development of this malignant growth, The varies in 
aes and aie and may be single Prsauldale fects ever 
spring from the septum or the floor of the nose. 

Pathology.—The microscopic appearance of the tumor differs 
from the ordinary myxoma only in the amount of fibrous con- 
nective-tissue stroma, which is usually of the loose wavy variety. 
Tf this yariety of tumor—the fibromyxoma or cyclase 
removed, they all contain fibrous tissue in greater proportions on 
recurrence than was found in the original growth, 

—The symptoms caused by these growths are 
identical with those mentioned under Myxoma, and need not 
be repeated. 

osis.—The differential diagnosis between the myxoma 

and fibromyxoma depends lurgely upon the microscopic findings. 

Prognosis.—The prognosis is fairly good. There is a ten- 
dency to recurrence. tt should also be remembered that it may 
become the site of sarcomatous growth (Fig. 75). 

Treatment.—Medical.—Good results have been obtained by 
the injection into the tumor of from 1 to 5 drops of the hlorid 
of iron, or a few drops of a 3 per cent. solution of chlorid of zine 
may be employed in the same way. The size of the tumor and 
their effect will control the number of injections; usually from 
four to six, at intervals of from three to six days, are required to 
obtain a good result. Five per cent. chromic-acid and 3 percent. 
nitrate-of-silver solutions are also highly recommended as injec- 
tions. My own experience has been highly unsatisfactory with 
this plan of procedure. 

I prefer to remove the tumor by means of the cold-wire snare 
(Fig. 73) or the alligator-jaw biting-forceps (Fig. 44), preserving 
as much as possible of the healthy surrounding mucous membrane, 








Fis, 75, o—Fibromyxoma removed trom the nasopharynx. 


no hemorrhage and very little pain. In fact the on pk ear 
were the discomfort to the patient, owing to the fact a could 
not breathe through his nose and the pain at the point of pressure 


and displacement, 





Men 
The 


are practically 


Retologie appearance. 


clinical: 


htly in their h} 


J 
3 
ae 
HE 
os 


“but the mixed form—that is the myxe 
they 





























Prognosis —Unfortunately grave and fatal. . 
Treatment.—The treatment is jargely palliative, as no radical 


vt rey ial seen cing If the tumor attains 

sufficient size to interfere with deglutition, a portion may be 

removed to lessen such interference, but ‘such “opm pro- 

cedure tends to irritate the growth rather than 

Se es of ate tol - bed rare lesion, 
en it does occur, it is rally in form squamous: or 

cylindrical-cell payee It is rarely ever a primary 

usually extending to the tonsil from the tongue or the 

the fauces. In epithelioma of the tonsil ions occur, and 

the cervical glands are involved early. Careinoma in this loca 

tion rarely occurs under forty, but some cases have been re- 
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t | by Dr. M. R. Ward of Pitts in which the | 
Sen ee eee 





Fic. 76.—Seetion of carcinomatous these from 5 o, nests of opithelial cells ; 
Atrous tissue: ¢ where clusters of culls had ‘aropped ‘out fa hendlicy the section, * & 


of papilloma Tia Later, a growth appeared in the larynx which 
necessitated laryngectomy ; and microscopic examination proved 
it to be carcinoma of the tabulated or adenoid variety (Fig. 76). 
The fact that the carcinoma developed in the same structure does 
not prove that it was a recurrence of the pre-existing growth, 
which may have been merely the predisposing or exciting eause. 
An error in diagnosis, even microscopical, can easily be made 
in malignant growths of the larynx, beeause frequently the epi- 
thelioma has a papillomatous surface, and a minute piece removed 
for the purpose of mic: pical examination may remove only these 
pepe ee nodules, ‘This is clearly demonstrated in a case of 
rofessor Keen’s, in which clinically and from laryngeal examina- 
tion the tumor was undoubtedly malignant, although a minute 
portion removed for microscopical examination showed typical 
papillomatous growths which were only papillomatous projections 
from a carcinomatous growth (Fig. 77). After partial laryngec- 
tomy and removal of Mahestiea tixsne, microscopical examination 
of the mass of the tumor showed it to be clearly carcinomatous 
(Fig. 78). This, however, does not disprove the fact that a growth 
may be originally papillomatous and afterward the site of malig- 
nant change. 
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except in the encephaloid variety, which is rare in the 
Before ulecration occurs, the secretion is excessive, but of a 
character, caused rather by the presence of the growth than 
effect on circulation. However, after ulceration takes oe 
secretion becomes more m lent and tenacious, Tt 
in color, 
almost 
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Piste. 


situated within the larynx, pain is not such an early sym 

is it so marked. However, if the growth is extrinsic, the 
lancinating and radiating in character. In the intrinsie variety 
the cancerous cachexia is slight ; it is more marked in the extrinsic. 
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of the tumor, The arene may become so marked as to require 
operations are least stecessful. Causties and peat nis evi ne 


Reni, resection, or complete extirpation (see Laryngectomy, 


extirpation, or Keen’s method of partial or complete s 
inoperable eases, any palliative measure that will give comfort 
to the patient is justifiable. 

As is the x-ray treatment, the reports have been so 
meagre, the cases treated so few, and the time this method has 
been in vogue so short, that it is impossible at t to make 
any definite statement as to its value. TAT been Raa Aoal and 
decided cure has been reported, the results obtained in the treat- 
ment of malignant disease elsewhere in the body, and the improye- 
ment that has been noted in the few laryngeal cases reported, 
would serve to justify its trial, As a zeneral rule, the z-ray 
treatment of deep-seated malignant disease has resulted less favor- 
ably than in cases of superficial lesions; and the deep-lying posi- 
tion of a laryngeal neoplasm renders it, therefore, less amenable 
to this form of therapy than a similar lesion in a more adyan~ 
tageous situation, [Further investigation and many more case 
reports are needed before an authoritative opinion can be ex- 


EMBRYONIC CONNECTIVE-TISSUE TUMORS. 


SARCOMA, 


Nasal Passage.—Primary sarcoma of the nose is not of fre- 
quent occurrence ; but, as a rule, it has its origin in the adjacent 
structures, and spreads thence inte the nasal cavity. Like carei- 
noma, it raises the question of transition of benign growths into 
malignant, and the same rule as given under Carcinoma is i- 
eable to sarcoma. Myxoma, which is the lowest grade of benign 
connective-tissue tumor, from trauma may be the site of sarcom- 
atous change. This fact does not at all show transition, as sur- 
coma may develop from a simple inflammatory tissue. Nasal sur- 
comata are of rather slow development, and may occur at any age 
and under any condition, although they are more common before 
forty. Sarcoma, involving the nasal structures, may have their 
primary seat in the ethmoid cells, or these cells may be secondarily 
involved by the extension of the growth, 

Pathology.—The tumor has its origin in the deep connective 
tissue, and spreads to the mucous surface, If the tumor is of 
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eA of the 
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a the clinical history must be taken into consideration 

a positive diagnosis, ‘ 

AS i i the 
Se cee nat ts tesec epost erent 
ized early, and the tumor is ly |, the prog- 

Rup greene occurring in this location than in any other 
prion of the body. The early ition of the tumor, its 

ion and rapidity of growth, and the age of the individual 
must be taken ig eoekiaraicn ie altaya 

‘Treatment.—Early, complete, “nd h eradication is the 
best plan of treatment. This can be accompl the curet or 
the galyanocautery, Lf removal is attem) at all, it must be 
thorough and complete, leaving absolutely none of the tumor- 
structure, otherwise the operation will only aggravate the growth. 
As sarcoma is highly vascular, there is danger of excessive hem- 
Sectinns ow liloti caste ormtao led yc ptien toute acetate 
iodoform ganze. If the extent of the lesion is such as to involve 
adjacent structures, external operation will be necessary. 

Nasopharynx.—Btiology —Sarcoma of the sescpearyes is 
not of common occurrence. It is found more: aay in males 
than in females, more often between the ages of forty and fifty than 
at any other time in life, although it may occur early in life, one 
case reported occurring at two years of age. The tumor has its 
origin in the submucosa of the mucous membrane lining the bas- 
ilar process of the occipital bone. The growth, which usually 
extends downward, is lobulated and irregular, and, as it is usu~ 
ally of the small round-celled variety, extends rapidly and soon 
involves the pharynx, As a rule, the bony structures are not 
implicated, although in some eases such involvement does occur. 
The tumor is soft and fungoid in character and rapidly invades 
the lower pharynx, although it may extend upward and involve 
the sphenoid or sphenomaxillary sinuses. 

Symptoms,—The early symptoms are those most commonly 
found duc to nasal obstruction, The discharge rapidly becomes 
offensive and bloody. Ulceration and hemorrhage occur early. 
The general health is affected, due to interference with nasal respi- 
ration, as well as to the fact that deglutition is difficult. There is 
early impairment of hearing, owing to the involvement of the 
Eustachian orifices. The pain is not usually severe until the 
tumor has attained a size sufficiently lange to cause pressure on 
adjacent structures. It is reflected and radiating. 

Diagnosis.—The diagnosis, which is rather difficult in some 
zases, can be based on the rapidity of the growth, its lobulated 
appearance, its soft (almost pultaceous) feeling, and its high vas- 
vularity. The removal of a small portion for microscopic exam 
ination will materially aid in the diagnosis, 

Course and Prognosis.—In early life sarcoma runs a rapid 
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patient to take food than to the presence of the 
Diagnosis.—The diagnosis can best be determined by miero- 
scopic examination of a small portion of the » When 
ation is present, the same precautions should be taken here as in 
any other ulecrating tissue—that is, it should be borne in mind 
that partially formed embryonic tissue at the base of an 
ee Tks rognosis depends somewhat on th 
Prognosis.— is de, on the v: 
but it is only a cee of time when any form of the 
will result fatally. 
‘Treatment.— As surcoma is sometimes surrounded by 


entirely ; but in the ma’ 
trated this false capsule an 
Il be 
followed only by rapid recurrence. Palliative may 
have to be done if there is much dyspnea. If stoma eradica- 
tion cannot be accomplished through the mouth, a subhyoid pha- 
ryngotomy may be the last resort. If the lymphatic stracture is 
extensively involved and the tumor so situated as not to permit of 
removal, eradication of the main growth will serve only to irritate. 
‘The ulceration, which is very disagreeable in this location, should 
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the growth and the extent of involvement. In most cases, pre- 
liminary tracheotomy is necessitated, 


MIXED TUMORS. 


is, in reality, nothi BB bea por Priston 
f more a 
is a carcinoma having its origin in gland-structures—where the 
proliferated epithelial cells from the lining acini or tubules invade 
the surrounding tissues. The ad inoma is a rare growth, 
and few cases have been reported. The adenomata, containing 
quantities of embryonic epithelial type of tissue, would be a 
suitable site for carcinomatous growth. In fact the gland tumors 
are always cious and may frequently be the site of a carci- 
nomatous or malignant growth. 
—The so-called myxocarcinoma is, from a 

pe logical standpoint, really not a separate variety of carcinoma. 

t is a mueoid or myxomatous degeneration occurring in any 
variety of carcinoma. Myxocarcinoma bears the same relation 
to carcinoma that the term melanotic does to sarcoma, merely 
expressing the variety of change, 

Teratoma.—This is a mixed tumor containing hypoblastic, 
epiblastic, and mesoblastic structure. It is really a congenital 
tamor, Under this Abs we have the dermoid growth, which 
is more properly considered under cysts. 

Glioma of the Nose.—Glioma, usually of a small size, eon- 
sists of minute neuroglia, a small amount of connective tissue, and 
minute bloodvessels. When occurring within the nasal cavity 
they are usually of a small size, They occur in the very young 
and are nonmalignant. ‘ 

lectoma.—This tumor may inyolve the mucous mem- 
brane of the nose, of the mouth, and especially at the junction of 
the skin and mucous membrane. While the tumor rarely assumes 
any great size, yet its location makes it a source of it annoy- 
ance and disfigurement. One of the most striking characteristics 
of this condition is that it is likely to affeet more than one mem- 
ber of a family. ‘Two cases reported by Osler were brothers ; two 
reported by Chiari were sisters, and A. Brown Kelly reports two 
eases which were sisters. In Osler’s two cases he found that fre- 
quently epistaxis had occurred in five other members of the fam~ 
lye Epistaxis is one of the early manifestations of the disease, if 
it ce salees the nose. There is a tendency to bleed, no matter 
what the location of the tamor. The besten will take in- 
definitely, and the amount of blood lost varies greatly. are 
few associated symptoms. In the larger telangtectases painful ten- 
sion is sometimes felt, This is relieved if hemorrhage should occur. 
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‘The veins of the nose terminate 
‘The ri ay is derived 
infratrochlear, 
ophthalmie. 


from the facial, infa-ot 
a filament from the ia branch | 
‘The conditions causing nasal obstruction have been admirably 


arranged by Walsham, and the following table is as arranged by 
him, with oan slight modifications and aegis bs 

















TanuLar Vrew or Conprrions Caustnc Nasar Onsrrvcrion, 


A. INTRANASAL. ‘ 
I. Local.—a. Septal.—t. Spur and erection of tubercle. 2, 
Deviation and deflection, or split septum (Fig. 81). 3. Disloca- 
tion of columnar cartilage, 4. Hematoma, 5, Enchondroma 
and osteoma, 6. Papilloma. 7. Vascular and erectile tumors. 
8. Myxoma polypns). 9. Sarcoma and carcinoma. 10. Inflam- 
mation and abscess. 11, Necrosis. 12. Local contagious aleers 
‘soft chanere). 13. Primary syphilitie sore (hard bcs “M4 
jumma and periostitis. 15. Tubercle, 16. Lupus. 17. 
scleroma. 18. Glanders. 19. Actinomycosis. 
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ote aga extension of growths from neigh- 

cavities nibh oa tha’ eulsoenheetioe hie 
1, MALFORMATIONS OF THE SEPTUM, — 

By malformation of the septum is meant ngenital 

y ion peum Pian 





dition in which there is an abnormal formation 
or bony septum due to developmental causes. 
malformation may cause deflection, deviation, or det 
septum. eebg llar are tere xioee to —— 
septum, there heing only a partial development of | 
fom this defeet there rh ae a communication from on 
to the other, in which, while it resembles a 
no loss of structure—simply a failure of dey 
tilage may be deficient in any of its dimensions, -mal- 
formation may also be found in the Perpendiclag ate of the 
ethmoid, as well as in the vomer, in which there may be 
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e of the two nostrils, the septam fre- 
to one side. This may become more 








aaa . Perichondriti 
inflammation or 
farbipatel hones, by pli h e} 












perichondritis and tend toward deflection. 
ple abscess of the septum presents a ver small 
while that due to a specifie process wil 

tissue, Perichondritis, regardless of the cause, 
destruction of a portion of the cartilage, leayi 
intact ; yet suflicient of the cartilage is 
deviation and deformity. 


2, Traumatic Deflection.—Deviation of the | from 
injury occurs most frequently in childhood, although it may not 
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: | dadlestions “ 
are concerned in every deflection, 
jous or bony septum, or both, 
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is thick and firm, I have found the following method to be most 
satisfactory: Lf the curve extends to the floor of the nostril or 
the junction of the cartilage with the suj maxilla, a cut should 
be made on the opposite side from the tion, close to the base 





Fig. §4.—Roe's forceps. 


and extending through the mucous membrane to the a 
Then by means of the nasal saw (Fig. ab) the 
be cut to about one-third its thickness. If, however, the eur 
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will be established in the 


remove before operation nd 
"nostril being too large and atrophic rh 
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there is A eal of the bone and the tissue does not go back 
to the normal, giving it from three to six months’ time, then such 
rative interference as the individual case indicates should be 
3 but the enlarged turbinal should not be removed before 
ming the septum, Wait until time determines the neces- 

sity of such an operation. 





Fro. 87.—Kyle’s long nasal tabe, 


The advantage of the tube seen in Fig, 82 is that it can be 
moulded to fit any nostril, and the pressure can be controlled. 
nictal is soft, so as to allow its being cut very easily with an 





Fi, S&&—Showing Kyle's long nasal tube In position. 


ordinary knife, in order that the tube may be shortened at will 
and adapted to individual cases; besides, the surface impinging 
against the septum is flat, thereby distributing and equalizing the 

mre, With less likelihood of ulceration. The tube can be 
indented to fit any projecting point on the septum, lessening 
danger of ulceration from pressure, The outer surface may be 
also rounded and moulded to fit the turbinal surfaces, so as not to 
permit of excessive pressure on any one point. 
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pli cases, 

V-shaped method an excellent one, and while some 
4 certain amount of resection, yet the Beis pls c 
V-shaped method can be utilized in almost all cases, regardless of 
the method used, The object, as said before, is to remove redun- 
dant tissue and place the septum in the median line. By ities, 
out these V-shaped pieces, as shown “in Fig. 90, the redunds 
tissue is removed, and if the V-shaped eut is made at the base of 
the septum, so as to prevent any tendency to backward pressure, 
with one or two cuts made above, as shown in Fig. 90, and the 
septum is supported by means of a metal tube, no di will be 
experienced in retaining the septum in bata} 

From an operative standpoint septal deformities can be divided 
into two varieties : (1) Septal deflections without external deform- 
ity ; (2) septal deflections with external deformity, 
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depending on the curvature. ‘This is exa 

V-shaped cut. If this method is properly appli 

redundaney cither anteroposteriorly or perpendict 
For the removal of this V-shaped piece T have 







very tedious, and unless great: care is exercised by the 
will not remove a sufficiently large V-shaped piece 
break up the resilieney of the septum, One case in iF 
which if had great difficulty in removing the V. | piece 
suggested to me the advantage of an instrament whieh would 
make the cut and remove the tissue at the same time, Dr. George 
Fetterolf, who has assisted me in a number of operations, 
and this one in particular, afterward devised the V-shaped file- 
saw shown in Fig, 64, This is a most admirable instrament 
for the removal of this V-shaped piece. ‘The instrament can be 
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Fro, H.—Ksternal deformity, showing line Fie. #2.—Showing shaped et extending 


amount removed should be sufficient to render the cartilaginous 
portion of the nose entirely plinble. ‘The external wound is then 
closed by one suture, as it is not necessary to make an incisi 
over one-eighth to one-quarter of an inch in length. Tt is then 
sealed with collodion over cotton. . 
The internal deformity is corrected the same as given above 
where no external deformity exists. It is of importance that a 
sufficiently large V-shaped piece be removed in order to render the 
septum perfectly pliable—in other words, to remove all redun- 
dancy. The principle involved in correcting the external de- 
formity is identically the sxme as for the correction of the internal 
deflection of the septum. The prime object in all septal _opera- 
tions is to remove redundancy and break up resilieney. a 
anesthesia is preferable, although the oj ion can be done under 
local anesthesia. 
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ing from the crucial incision are now foreibly pushed across the 
median line into the concavity by the finger introduced into the 
at their base, as on this fracturing process depends the destruction 
of the resiliency of the deviated portion of the septum, and conse~ 
uently the success of the operation. The Asch com) 
of i fepene copeasel by doi Je teal tela 
ments com, ing it 4 not 
only straightening the septum still further, but also causing the 
basen segments to overlap each other in the concavity, By this 
of overriding the second condition of suecess, in addition 
to destro: the resiliency, is given to shorten the longer line of 
the devii to the shorter one of the straight septum. Thus the 
eonene ani ep the straight line between two points is the 
ortest to which reference was made is carried out. By this time 
the hemorrhage is usually quite brisk, but is controlled to some 
extent by the blades of the compressing fo: It should be 
understood, ad, eaeereey that ae aes 2 simp! porrsmegsin 
pressing forceps, any rolling, rocking, or mi 
should entirely be avoided. After renscval of the forceps an iced 
sauepeie or sterile solution is sprayed in both nostrils and a tube 
introduced into each side, the largest one that can be introduced 
into the previously stenosed side without exerting any force, and 
a smaller one into the other nostril, thus providing, by even 
pressure, arrest of the hemorrhage and support of the septum.” 
To Ingals’s method the incision is made with a knife from the 
top to the bottom of the septum, dissecting up a flap of mucous 
membrane and resecting elliptieal-shaped pieces of’ cartilage suf- 
ficient to allow replacement, care being ‘akan not to injure the 
membrane covering the other side of the septum. The flap is 
then turned down and stitched. 
Watson's (A. W.) Method. —* An incision is made on the con- 
vex side of the septum, from behind forward, just beneath the 
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Fi. 92, 2.—Watson’s method. 


angle of the deflection, following the angle to its anterior extrom- 
ity and then curving upward for a short «distance. The incision is 
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Pio. ®, ¢—Showing lines of incision fa eye of Gout ingle ee ee 


“ After the parts have been | in line a folded piece of 
iodoform, or other antiseptic gauze, h to extend 
te length of the former det jon and about | to one-half 
inch and thick enough to j Lage rg Ooo the naris, is 
placed in the formerl, side, This ing is 
Sey ent days antl the septum is firmly heel about: 
wee 


“ The instruments used are three knives and a septum forceps, a 
straight knife, like a tenotome, but with shank ; the same 
width blade at an obtuse angle ; and one with small blade bent 
on the flat almost to a right angle and sharp on bothed hee The 
first two are used for the horizontal incision, the last maki 
the perpendicular incision. The forceps is a modificati 

the Adams septum forceps, the fenestrum between the blades 
being ler ned to an inch and a quarter, in order to be able to 
mae the bony part of the septum as well as the anterior portion.” 

Gleason's “method, which also preserves the resiliency of the 
septum and uses the flap to hold it in position, consists in a U- 
shaped bevel incision at the base of the septum, so as to surround, 
proving above, the whole deflected area. He then denudes the 
convex edge of the flap and concave edge of the base of the 5 
and forces the flap through the incision. Tt is held in place tr its 
elasticity. The technic is as follows: 

After cocainizing the tissue, the septum on the obstructed side 
is sawn transversely close to, and parallel with, the floor of the 
nose, until the teeth of the saw have penetrated somewhat deeply 
into the cartilage or bone. The direction of the sawing is: 
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blunt elevator is brought into use. It is used in al 
way as before, It should always be kept tightly held against the 
cartilage and its movements watched through the mucous mem- 
brane, which can easily be seen by looking into the nasal cavity of 
this side with the aid of » speculum, 

“When the mucous membrane has been loosened to a large 
extent from both sides of the septum the actual resection sora 
The resection is done by separating the two elevated mucous 
ers with the use of Killian’s nasal speculum. One blade passes 
through the cartilaginous incision, while the other is placed be- 
neath the membrane first elevated, This leaves the septam be- 
tween the two blades and the two mucous layers om the outside, 
The cartilage is generally removed with Hartmann’s forceps and 
the corn-forceps. A groove above and below is nipped away 


a —>_ Sa 











knives devised for the purpose. My reason for this is that it is 
Spa tiitie Merona oat bon bey ts exams Cot 


Pia. %, b.— Dural separator. 


When the mucous membrane is dissected back on the occluded 
Beer pe nie cere bana Ee instead of trying to dissect 
around the angle I foree cartilaginous septum over into the 
median line by means of the nasal dilator (Fig, By doing this 
two or three times the septum is sufficiently overor 
sufficiently pliable that it can be held almost in the median line by 
peeiy from the finger. You will notice that the cutting and 
issection has all been done through the wide-open nostril on the 
opposite side from the obstruction, there being no incision made 
on the obstructed side. The mucous membrane, up to thix Lc, 
is already separated from the et back to the angular part 0} 
the deflection ; at this point some difficulty is usually Cae 
owing to the fact that the mucous membrane, having been subjected 
to irritation by continued chronic inflammatory changes, is adher- 
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ads is that very few instruments are required, as I have 
Gia acon this spemdons! curb the we of 
cutting blade for the first incision, dissector, 
dural : nasal dilator, a 4 swivel-knife, 
oceasioually using the small “alligator 
(hig. 93, ©) for removal of small pieces of car- 


ot the redundant tissue is removed from the ante- 
Partion ot the septa Sank ee septam freely broken 
Rp pinet le of flection, it ls bot nececanry 40: re- 
move the nies cartilage, as the septum will senatily 
straighten out considerably after the back pressure is 
removed, This is especially true if there has been no 
breaking of the cartilage and excess scar tissue formed. 
‘The swivel-knife, as suggested by Norval #H. Pierce, 
of Chicago, and introduced by Ballenger, is an ad- 
mirable instrament for the removal of the resected 
ortion of the cartilaginous um, In faet it is pa 
x Best instrument so far devised for this purpose. How- 
ever, in the absence of this knife, the small all 
jaw ring-forceps can be used with almost equal sue- 
cess, Of course, the resected cartilaginous septum 
cannot be taken out in tofo by this instrument, but 
has to be removed piecemeal. 

Ballenger’s method ix as follows; “Under local 
anesthesia the Killian incision is made, being careful 
to carry the incision through the mucous aac ane 
and perichondriam and a little way into the cartilage. 
Where there is a sharp, angular ridge coming well for- 
ward, Hajek’s incision is used. The incision is made 
on the lelt side of the septum, re paras: of the side 
of the convexity, as in right-handed operators it leaves 
the-left hand free to manipulate the tip of the nose 
during the incision. To elevate the mucoperichon- 
drium Hajek’s semi-sharp cleyator is used to start the 
elevation ond the dull ovoid elevator is used to com- 
plete it, The next step in the operation consists in 


_Betverkutie, completing the incision through the septal see 
e 


This is done with a small short-bladed scalpel 
sealpel should follow the general direction of the original incision 
through the mucous membrane. and should be manipulated deli- 
cately, cutting the cartilage, layer by layer, until the mucoperi- 
chondrium of the opposite side is reached. Having compl the 
eut through the cartilage, the semi-sharp elevator should be intro- 
duced through the incision with its flat surface resting against the 
opposite side of the cartilage. 

When the elevator has separated the macoperichondrium for 

















ts are 


by 
ze i in the narrow nostril whi replaced in 
Hires ys ‘whieh is worn 


by a suitable sized Asch tube, for six 
weeks to serve asa splint. If the tube is not at hand the 
packing may be continued, or a splint extemporized by 
a piece of tin with jodoform gauze till the proper size 
Toke Os Rove Melhod— After the prelim operations for 

John O. '@ Method—* After the preliminary 

excrescences or redundancies have been ed, and any neces- 
sary incision made, the fenestrated forceps, with blades of suitable 
size, is introduced with the ring or female blade on the concave 
side of the septum, the male blade being bs readily erowded 
into the obstructed nostril on the convex si The epi ots 
so constructed that the blades are separable like those of an - 
ric for , which is readily locked after the blades have been in 
troduced. When the blades are in proper position the lower por= 
tion or the junction of the cartilage with the anterior portion of 
the vomer should be fractured ; then the junction of the cartilage 
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both septal and turbinal walls. While usually the ulcerative sux 
faces come in direct contact, permitting of adhesion, yet it is possible 
to have a fibrous adhesion due to the building up of the plastic 
material from the ulcerated surfaces, until separated portions are 
brought together. As this band is of inflammatory origin in its 
early organization, the two surfaces will be very close together ; but 
as contraction occurs, and such contraction always does take place 
in inflammatory organized tissue, the septal and turbinal walls are 
still farther separated, and the junction beeomes more band-like. 
The ulceration necessary to form a synechia may be brought about 
in a number of ways—irritation from foreign bodies, in simple 
chronic and hyperplastic rhinitis, in which from pressure ulcerative 
processes occur, or from surgical interference for the removal of 
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nasal obstruction, or following the application of the thermocautery 
orescharotics. Owing to the obstruction to nasal breathing in either 
the congenital or acquired synechia, there may be brought about 
inflammatory processes in the nasal mucous membrane of the 
obsteacted nostril, which, in turn, from the interference with 
respimtion and the accumulation of secretion, may inyolye the 
nasopharynx and pharynx. 
Treatment.—As this condition alv 
Fespiration, its prompt removal is neces 
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For the relief of this collapse or narrowi 
tory results from the use of a short, pe 
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‘ic areas. 
occur in any age of life. In the very 
ers i eneies Samp When pees i i 
in infants, it is alwa: tive o it 
poapighiniepelytgera ty ce! 
overlying the cartilaginous septum, al ifle or | 
ioe eee that lining re boar septum will also be involved. 
As a rule, the ulcerative process is located in the upper two-thirds 
of the septum, although its position will depend upon the eause— 
whether it be due to external irritation or to circulatory interfer- 
ence. The common site for a simple, non-infectious uleer, seen in 
individuals who frequently blow or pick the nose, is just within 
the nostril; it, in reality, begins as a traumatic ulcer. Tts size 
varies from a mere pin-head to the involvement of almost the 
entire mucous-membrane surface. The ulcer usually inyades one 
nostril only, and when occurring in both nostrils is not symmetrical 
as to location. The discharge from the ulcerated surface varies 
with the cause, degree, and progress of the ulceration. With the 
exception of the specific uleers—those due to specific inflammatory 
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ii newethecshots, it may follow the crue Teer ot 
ially: typhoid ‘and dipks 


fora While the proj 
ject rritation prod h 
some cases: 
ulceration and perforation may follow by reason of pickin 
and external irritation. Perforation may also be eaused by th 
careless use of escharotics or the galvanocautery, One patient 
came under my care with a complete ition of the 
following thermocauterization of a spur in the left nostril. 
ilitic perforations are usually associated with disease of the | 
either of the bony septum, or the turbinal bones, or both. 
patient observed at the Jefferson Medical College Hospital Clinie 
showed syphilitic necrosis, with loss of the cartil and bony 


septum, as well as of the inferior and middle turbinate 
peculiarity of perforation is that in many cases it produces no 
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of eager is rears 


variety 
‘ht abou’ 
es cee doen t about by nt by ae 
—The Paeicleial piri which will cause 


ration of the septum through necrosis do not differ 

bre of tissue elsewhere. It ei result from ulceration 

dea hy by continuity and conti of structure, ure, ‘oeceapar hy He 
luced by the localized, Timited blo pply. 

ing this cuttii of blood-supply may or may not be due to 

ion. Alongh there is no one cause of nasal 

pe although various causes may effect perforation with different 

degrees of rapidity, whether infected or non-infected, the uleera= 

tive process, with iquefaction-necrosis and sloughing, is practically: 

the same. 

Symptoms.—There are no special symptoms peculiar to per 




















.—Acnute abscess of the m may be the result 
of trauma, either direct or following effusion of blood into the 
tissue as the result of a blow. It may follow the infectious 
fevers, such as measles, scarlet fever, or typhoid fever, When 
due to injury, there is usually some external manifestation which 
gives a ‘clue to its cause. “There may be injury of the bony 
structure as well as of the cartilaginous portion. Abscess of the 

m may also form in erysipelas, or may be associated with 

id, gouty, or rheumatic diathesis, which possibly 

some 2 ge cf acute abseess-formation eon the so-called 
acute idij ic perichondritis. Acute abscess septum 
follow len acute inflammations of the nasal mucous a 
as in acute coryza, It may be associated with purulent rhinitis: 
in children, may occur in the scrofulous or rachitie di i 
or may also be due to disease of the teeth, in which the infection 
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Fin.%, 4nd eartilacinous septum of the nose: the 
septum: 2, taeda ‘plate of the Henee lateral cartilage, omctioyealed eo on 
sometines | ts Soramens poristidieutr late otha ye at oF 
H spenotdal stows; ; nasal bones’ 10, palate Lone, {Arnold} ©” a 


loosened from the septum subcutaneously, co that a probe can be 
from one nostril to the other over the triangular ¢ 
which is shown in Fig. 95,h, and is usually depressed, 
and driven down over the vomer, Then the inferior lateral pend 
lage, which is part of the framework of the ala of the nose, is split 
from without inward and up to its connection with 
cartilage (see Fig. 95,¢). ‘This is done on each side, leaving a flap 
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some petechiae, wai 


flammation. There was constant shifting of these spots. 17 

were pronounced aching about the joints and oms of a 
decided rheumatic condition or ou jiathesis. was very 
little change in the swelling of the face; if any difference, it was: 

















lll 


DISEASES OF THE ACCESSORY SINUSES. 335 


Even increased hy ia of the mucous membrane of these 

Greet iatan of ignore (acaxillary Glaun or Gas 
or 

Maxillaris).—These structures, two in number, one in each 
superior maxillary bone (1 ig. 2), are the largest of the connected 
nasal structures, Anatomically, a brief study of each cavity, to the 
article on which the reader is referred, shows many peculiarities 
favorable to the origin of morbid processes. Fig. 96 shows a normal 
sue and Sueno nical pales First of all may be noted 

comparatively large size of the antrum, with its one opening so 
situated as to make the chamber practically a deere ete 













rum removed (after Cryer): a.c.c., anterior ethmoldal 
Pp. uncinute process : m.. max!! nus; t, inferior 
‘ome, opening into maxillary 1 infea-orhital 

infra-oebital 





suited for fluid-retention. The small size of the opening, with itsready 
oeclusion by even slight turgescence of the investing membrane or 
encroaching growths, its situation so as to be bathed by the constant 
dripping from the ethmoidal- or frontal-sinus discharge, as well as to 
admit it to the antral cavity indirectly, or by direct communication, as 
shown in Fig. 100, and the continuity of nasal and antral membranes 
Which it permits, are all features of importance. The floor of the 
antrum ws either conical projections marking the fings of a 
varying number of the upper teeth, or is directly penetrated by them 
(Fig. 6); while the posterior dental vessels and nerves traverse the 
Spaces to their respective distributions. This close relationship of 
teeth and antrum, especially if the extraction of a tooth has given 
fairly free buceal communication to the antral cavity, is a very 
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important factor in the etiology of many morbid conditions. Too 
much importance cannot be attached to the tecth as a causal factor 
in antral lesions. A majority of cases, I believe, are due to disease 
of the teeth, and the rhinologist should possess a thorough knawl~ 
edge of these structures and their relation to the antrum, or else call 
in consultation the dentist. As has been pointed out by Cryer, ooca- 
sional branches of the superior dental nerve cross along the floor 
of the antrum, being protected only by the thin layer of mucous 
membrane lining that cavity. In such cases the slightest inflam- 
matory process or accumulation of fluid will be followed by pain 
out of proportion to the other symptoms. 

‘The opening of the antrum varies in individuals as to location, 
also in number, as shown in Fig. 97, Ina number of cases the 





Prd. 07.—Oiiter wall of the antram removed, showing two openings into the cavity: 
6, openings into antrum (afer Cryer). 


opening is much higher than normal, in reality being above the 
level of the floor of the orbit. In such cases there is marked 
tendency to accumulation of fluid should any inflammatory process 
take pl 

Th diseases of the antrum the discharge will vary according to 
the position of the patient. This is trae whether one or both sides 
he affected. 











CATARRHAL INFLAMMATIONS. 


Acute Catarrhal Inflammation.—This may arise with the 
existence of an acute rhinitis of whatever type, and is thas an 
extension inflammatory process from the nose to the antrum, 
and. the etiological factors of the first become of potential import 
in the secondary involvement. ‘Temporary closure of the osfium 
mazillare, or antral opening, iz a probable cause in ome instances, 
and spread of inflammatory phenomena, by contiguity of tissue 
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known as mucocele, which we will consider elsewhere (page 357). 
Pathologieally, the inflammatory phenomena,as shown by 2 few 

ortem examinations, are identical with those exhibited in 
Mucous membranes elsewhere, the membrane being thickened, 
pale, and showing a granular appearance. 

.—The symptoms vary, largely in accordance with 
the freeness of the vent which the secretion of the antral membrane 
has. In general, they are similar to those observed in the chronic 

ive condition, without the systemic and local manifesta- 
tions of confined pus, or the intermittent purulent discharge into the 
patient’s nostril, with its subjective annoyances. There is usuall 
a sense of uneasiness in the affected sinus, or it may be a dull 
ache. At more or leas frequent intervals there is a discharge into 
the nostril of the affected side of a clear, glairy, somewhat tena- 
cious, mucoserous material, the evacuation of which noticeably 
relieves the uneasiness felt in the region of the upper jaw. Inspec- 
tion may possibly reveal the discharge beneath the middle turbinal 
of the side, especially if the excess be wiped away and the 
head put in such a position as to allow gravity to favor its exit for 
a second observation. Should, however, the escape of the secre- 
tion from the antrum be prevented and its gradual accumulation 
take place, a train of severe symptoms follows. Distention of the 
antram occurs, and the thin walls allow the swelling to become 





Fra, = Grosesootion throuh the orbit (after Cryer). The antra dip In under the 
Boorofthe nose. The sinus could be drained fren the palatal aspect of the mouth. The 
septum ts pructionlly normal, 


Roticeable in all directions. ‘The eyes may be cong 
truded, the cheek swollen, the teeth sore and, subj 
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of a suppurative discharge from the cthmoidal or frontal sin 
or from direct communication, as shown in Fig. 100, may keep 





¥Fi0. 10.—Seotion of the skull of « negro (after Cryer}. The thickness of the antral 
floor is to be noted ; also the probe passing directly from the exit of the frontal sinus into 
the antrum; thickened turbinates; wide nusal cavity: m4, middie turbinate; 6, 
inferior tarblnate, 


irritation and suppuration active. It may be the result of confined 
suppuration, whether that be an acute or chronic manifestation. 
Some authors make, in classifying, two forms of the chronic type, 
the form in which free exit and evacuation of the purulent mate- 
rial are permitted, the so-called active form; and a second, in 
which, the outlet being barred, accumulation of pus takes place 
in the antrum, and the characteristics of an abscess appear, the 
so-called latent form. The latter, however, may occur in both 
acute and chronic cases of antral suppuration, and is a copfined 
suppuration—in fact, a true empyema, under which title it will 
receive separate consideration, Pathologically, the same processes 
are to be observed that oceur in chronie pyogenic conditions of 
mucous membranes elsewhere, and have already been described. 
The symptoms, like the causes, are for the most part modifications 
or intenstfieations of those accompanying the acute disorder, There 
is a discharge from the affected nostril, either more or less con- 
tinually or in intermittent periods, once or twice a day, or oftener, 
Tt varies in amount and may be abundant. solor of the dis- 
charge is usually a bright yellow, and has more or less of a fetid 
odor, though not so marked as in syphilitic uleeration or ozena. 
The prone position favors its discharge, and during sleep it may 






























EE 


EMPYEMA OF THE ANTRUM. 347 


palate, alveolar process of the superior maxillary, into the orbital 
cavity, cheek, or into the nostril. With the establishment of the 

the evacuation of the pus there is a rapid fall of the 
severe symptoms, followed, perhaps, by the establishment of a 
chronic suppurative inflammation. 

‘The diagnosis, when the condition is well established, is easy ; 
but before the swelling occurs may cause some confusion. It 
must be made on the examination and symptoms, and transillumi~ 
nation is possibly of corroborative importa 

The prognosis for life is good. The duration of the suppura- 
tive process may be of ra id course, a8 in any acute abscess, or 
practically lie dormant, sluggishly developing for many years. 
After the evacuation of the pus, either through nature’s efforts or 
the surgeon’s art, a guarded prognosis must be given as to the 
duration of the resultant chronie suppurative inflammation and 
discharge. The development of grave intracranial lesions, as well as 
fistulous formation, is to be carefully considered in this connection. 
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Transillumination.—Although from a standpoint of diag- 
nosis of lesions of the antrum transillumination is a valuable aid, 
it is by no means an infallible agent. Asa rule, by placing either 
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fllamination of the antrum, but also the velum may be strongly 
illuminated, and by the aid of the nasal speculum the nares may 
be carefully and thoroughly inspected. 

For illumination through the mouth many special lanyps have 
been devised, varying only in points of construction, there being 
very little difference in the illuminating powers. Fig. 102 shows 
a lamp as useful as any. In illuminating through the mouth, 
should the patient have false teeth, the plate should be removed ; 
otherwise, it will obstruct the transmission of light and lead to 
faulty conclusions. 

The importance of transilluminati 
controlled largely by the associated clin 
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Fis, 103.—Vertionl section showing the thinning of the antral fic large size of 
both antra: the septa crc viding the 
lower portion (after Cryer): ty m., middle 
meatur; rms, Flcht mexillary anus ilety sinus; 
sro septal redundancy 













nating the antrum the age and sex of the individual must also be 
considered, a8 in women and children the cavity is likely to be 
situated higher than the level of the floor of the nose, and the 
walls are apt to be thicker. In advanced life the walls are much 
thinner, as shown in Fig. 105. 

While transillumination is of undoubted y. 
tive reliance cannot be placed on it, as altered 
tions will preclude the possibility of accura 
to uncertain and incorrect diagnoses, with unc 
procedures. 
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would be applicable to all cases, yet the antrum should be: 

either by way of the intranasal structures or by the more radical 
surgical procedure of opening through the bony wall below. The 
intranasal method consists in restoring, as far as possible, the nasal 
chambers to their normal condition. This can be done 
application of disinfecting sprays and the irrigation of the 
fees the natural orifice or an artificial opening 

lateral wall. If this artificial opening is to be 





yi) 




















352 DISEASES OF THE ANTERIOR NASAL CAVITIES. 
the thickness of its walls (Fig. 105), must always be taken into 
Ti is desirable to preserve a tooth if possible, even though it 





‘Fro. 104, 6. —Ostrom’s biting-forceye. 


be diseased; and, before reckless extraction for the purj of 
opening the antram, the rhinologist should either have a thorough 
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10, UM, ¢.—Method showing the enlarging of the ostium maxillare. (Ostrom.) 


knowledge of the dentistry of this part, or should call in eonsulta- 
tion a thoroughly competent dentist. When once the opening is 
made from below, either through the canine fossw or through the 


— 


EMPYEMA OF THE ANTRUM. 353 
tooth the cavity should be thoroughly or by means of 
a re a with a curved tip (Fig. 167), and the antra should 
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Fig. 1M, .—Showing mothod of removing inferior meatal wall. 


be filled to their utmost capacity with a warm saturated solution 
of borie acid. This should be followed by a solution of hydrogen 

xid of one-half strength. Asx to the question of a drainage-tube 
im theantrum from below, my own experience has been that not one 
that I have used is entirely satisfactory. I believe that the best re- 
sults will be obtained by thorough and frequent irrigation and by 
packing the opening with antiseptic gauze or cotton, which should be 
removed at first twice in twenty-four hours, and after two or three 
days once in twenty-four hours. The perforated drainage-tubes 
tend to clog, and are a constant source of irritation. By the plug- 
ging method, the cavity can be rendered aseptic and kept in that 

ition. If there is a tendency to the continuation of the infee~ 
tion, owing to the localized areas of granulation-ti thin the 
antrum, by far the best result will be obtained by enlargement of 
the opening and thorough curetment of the affected arca, This is 
a method much safer by far than the injection of astringents into 
the antrum. The insufflation of powders is highly recommended, 
but my own objection to the powders is that there is a tendency 
to cake or harden, and thus act as a foreign body and keep up irri- 
tation, The iodoform powder or aristol and boric acid seems 
the least likely thus to harden. In a ease of prolonged suppura- 
tion necessitating curetment, the opening from below should be 
large enough to permit packing the antrum with antiseptic gauze. 
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The gauze should be thoroughly impregnated with boric acid or 
acetanilid Tn these cases, too, ieocdegt exploration of the antrum 
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Fig. 105 Transverse vertical section of a negro’s vkull. Note the difference of shay 

in the bulle ethmotlales and uncknate processes on the two sides: the roughly triangu- 
lar shape of the antra; thickening of nasal antral floors: 6, bulla ethmoldalis: mp, 
uncinate processes. 


may reveal the presence of a foreign body, such as a supernume- 
rary tooth, a portion of a diseased tooth which has been forced into- 
the cavity, or a spicula of bone from necrosed areas. 

Tn attempting to open the antrum, the variation in shape and 
location of the cavity must always be taken into consideration, as 
marked irregularity exists in at least 30 per cent. Rarely are the 
two antra of the same size, as shown in Figs. 99 and 101. The 
variation in the size of the antral cavity necessarily controls the 
thickness of the wall and the difficulty of penctration, There may 
be complete absence of one antrum. 















TUBERCULOSIS, SYPHILIS, GLANDERS, AND ACTINOMYCOSIS. 


These affections are all of possible location in the antrum, but 
are extremely rare, the latter two practically unknown, and, when 
so occurring, are concomitant with the nasal lesion of the same 
charac The symptoms, as a rule, are overlooked in connection 
with those of the greater involvement, and the diagnosis, if made, 
is due to consideration of the major lesion. 
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morbid processes far oftener than is recognized, because of a graver 
involvement in which their own symptoms are lost. The ontlets of 
the anterior set of cells are in proper relationship to be bathed i 
the inflammatory or purulent istinee from the frontal or maxil- 
lary sinus; the outlets of the posterior set are similarly related to 
the sphenoidal sinus, and both sets are by those openings liable to 
direct extension of nasal inflammation, or ocelusion by fangesborie 
or growths within the nasal spaces, or by their primary involvement 
to be the cause of nasal lesions. Many of the persistent and often 
fetid nasal discharges can be traced to lesions of the ethmoidal or 
otheraecessory cavities. This will explain the failure tocure many of 
the rebellious cases of rhinitis. The thinness of the investing mem~ 
brane and its close application to the bony framework are of im- 
portance in this connection, as are the thin plates of bone that form 
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relotion of Lhe ethmoldal cells, anterior, middle. sterior, and the upper part of the 
nasal septuyt + theme Hosa! septuen’s wc. nasal cavities; &, Infundibalam, 
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¢ 2 fon (note difference in size of the 


the intercellular divisions and constitute a large amount of the 
external walls. . 106 shows the position and normal relations 
of the ethmoidal cells. 





CATARRHAL 





FLAMMATION. 


This occurs usually as an attendant process with an acute rhi- 
nitis, and its duration and severity are directly proportionate to that 
of the principle manifestation. It may thus be either acnte or 
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through occlusion, lead to a very dangerous and possibly fatal 
abscess of the sinus. 

Pathology.—There is a thickened, rough, shaggy, pus-pro- 
ducing membrane lining the cells. Later, the delicate bony 
ns suffer, necrose, and are cast off in the purulent mass. 
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ugh the middle of Che oxbit, ax shown in Fig. 306. The 
ny of the ethinoidal region on the right «ide ts bo be 








In the later stages small sequestra may form. Fig. 107 shows 
destruction of the ethmoidal cells. 

The symptoms vary. Some few cas 
sistent and intractable suppuration, um: 





are on record of a per- 
led by any symptoms 
save the discharge of pus through the nasal opening. Others run 
an acute course, show characteristic symptoms in a milder degree, 
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As before, the existence of a purulent condition in 
ing cavities, either of the nose or its connected 
mary etiological factor. It may follow direct it 
the inlet of the sinus, or be a secon infection 
rupture into it of pus from an éthm 

cide for Kn ongin. Syphilia,tuberonloig, and 
sib! its origin. ilis, tuberculosis, an 
tious diseases may ee teenie precede or accompa 
attends necrosis of the bony structures, and is not us 
accompany and severely complicate a ar omen 
Usually it is of one side, though both may be simul 
involved ; it occurs as an acute process or as a chronic 
and in either form may lead to a dangerous confined suy ; 
Its location is markedly aided by structural or pathe 

ditions favoring retention of the inflammatory 
tain proportion of cases originate as an infection of a 
accumulation in the sphenoidal space. ae 
The symptoms vary much in severity in the aeute form. 
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watery from the eye, and of 
the er Ks to progres ad peact the field of 
vision, which in the ase meee bee i f 


Ophthalmoscopic examination shows the typical choked disk of mn 
opie inte The swelling continuing, the shows re- 
stri ion; strabism m, or, later, ‘is takes 
p and finally the rope ey “forward pepe} 

thalmos. The ear-symptoms are intensified—associated 
with almost continuous dizziness—in the upright position, attended 
with nausea and vomiting even compelling the maintenance of the 


BOOTS nuslepaaea shay be okeed ty Cieveling a meee 
nasal may be el e ie 
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Tess relieved, thi aire ot the walls of the sinus takes place, followed 
by rupture at a weakened point and discharge of the restrained 
accumulation, with relief of the urgent symptoms. BR may 
take place into the orbit and establish a destructive orbital abscess 
and, secondarily, invade the skull, Tt may break through the 
skull above, and set up a rapidly fatal suppurative meningitis, or 
lead to a suppuration of the cavernous sinus (sinus thrombosis) 
with all the morbid possibilities that such an infection wor 
entail, The process may invade the ethmoidal cells, or it may find 
vent into the nose or nasopharynx. 

The diagnosis in the earlier stages may be very difficult or 
indeed impossible. Its occurrence with suppurative disorders of 
the nasal cavities or of the remaining accessory sinuses, with their 
own localizing and general symptoms, taken in connection with 
the difficulty of access to the sphenoidal region, even by ior 
rhinoscopy, may totally obscure the involvement of the tend 
re jon. 

Thornwaldt’s disease, or suppuration of the pharyngeal bursa, 
is rare, but may in some cases cause confusion. In a number of 
instances, the sphenoidal symptoms may be sufficiently marked to 
permit a diagnosis by exclusion. 4 

The prognosis is very ears In rare instances the acute 
form subsides spontaneously, but more frequently becomes chronic 
or confined. The cerebral and orbital dangers of the process haye 
already been mentioned, and here need but reference to their usu- 
ally fital significance, Early in some cases it may be possible, 
through proper surgery, to remedy the condition. 

Treatment.—The treatment should consist in the allaying of 
nasal inflammation by the use of a detergent and antiseptic spray 
such as— 
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CHRONIC CATARRHAL INFLAMMATION. = 
‘Sigel as a continuation of an a inflammation or as 
result of repeated acute attacks, its existence depends 
upon the recurrence or continued presence of pager 
prominent ai which stand intermittent or d nasal 
obstructions to the frontal canal, as from a turgescence of the 


nasal membrane near the exit of the canal, obstruction by 
or other growths which lead to the retention of an 1’ 
and irritating amount of secretion from the sinus i os 
ilarly, the presence of certain tumors within the eavity of the 
sinuses, foreign bodies, however introduced, or the retention of 
strong solutions from a nasal douche may provoke it, ‘This form 
not uncommonly leads to a retention of seromucous material within 
the cavities, or to a mucoid degeneration of the investing mem- 
brane, with the formation of mucous cysts, or myxomatous 

filling the chamber and constituting 2 condition known as mueo- 
cele, the symptoms of both conditions being identical, Pathologi- 
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then, should 
solutions employed should never be cold, but 
ture that can be comfortably borne by the patient. 
jon of ichthyol is highly beneficial. A Ve 
Id be saturated with a 15 to 40 per cent. solution, the 
being adapted to each individual case. The pledget 
be placed high up in the nasal tract and allowed to remain 
from one-half to two hours. This should be repeated every day 
until amelioration of the inflammatory phenomena occurs, Equally 
good results can be obtained by the application in the same man- 
ner of carbolized vaselin, to which has been added 6 grains of 
alam or 4 grains of tannic acid to the ounce. There is, however, 
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ascertain and remove the exciting causes. 
of the pus oceur, the cerebral possible involvement 
into aceount. 









CoxFINeD SuPPURATION. 


This is the gravest of the suppurative conditions of the frontal 
sinus. It may arise during chronic or acute suppuration, or 
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the result of = een hes Se J secretion. It 
may appear a while after the access of the pyogenic organ- 
isms babe the os Rs development of a dormant Hae el 

inflammation, The sources of irritation and the causes of occlu- 
sion of the frontal canal have already received sufficient mention 
without further repetition here. 

The symptoms of the condition are such as would accompany 
the formation of an abscess in any closed cavity. There are 
usually the symptoms of the pepe condition, which, instead of 
retaining their intermittent character, gradually or it may be sud- 
denly become constant and of greater severity. Pain becomes 
constant, throbbing and boring in character, and localized in the 
frontal region. Headache is persistent and severe. The patient 
cannot sleep, and ix in the severe torture of abscess-pain day and 
night, The eyes are watery and suffused. The tissues overlying 
the affected sinuses are reddened, swollen, and edematous. Pressure 





Fro, 110.—Rorlzontal section through the frontal sinuses, showing unilateral ocelu- 
lon with consequent accumulation of secretion and perforation into the eranial cavity. 
‘The di®erence in size of the two sinuses Is to be noted (after Cryer), 


becomes extremely painful. The systemic exhibition of pus- 
intoxication begins, and chilliness, sweats, and the suppurative 
fever are tobe observed. With the progress of the case the reten- 
tion of pus leads to the development of pressure-effects, ‘There is 
marked bulging over the affected area, more noticeable at the 
inner angle of the orbit, The eyeball is displaced, and diplopia 
results; or, if the optic nerve be encroached upon in the swelling, 
amaurosis is possible, The sense of smell may be markedly 
diminished, Cerebral symptoms not unlikely may supervene. 
With the continued and increasing pressure w ithin the sinus, thin- 
ning of its walls occurs, and a distinct sense of fluctuation or of 
crackling may be elicited ; and, finally, unless relief is given by the 
surgeon, following the path of least resistance there is a rupture 
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of the thinned and overdistended tissue, and the abscess forms its 
own outlet. This may take place in any direction—outward thi 

the inner angle of the orbit (Figs. 110, 111), backward into 
orbit, upward into the space between the dura mater and the inner 
table of the skull, inward into the nasal cavity, or in rare cases 
outward through the external tables of the frontal bone. 





Fro, 111. Showing the destruction to the inner wall of the orbit by the abscess etvanig 
Ja the frontal sinus. From the sime skull as Fig, 110 (after Cryer). 


‘This last: route of rupture occurred in a case of my own, The 
condition followed la grippe in January, 1898, and had persisted 
till June of the same year, when I first saw the patient, - Pass- 
ing a probe over the tumor in the frontal area caused rupture, 
so thin had become even the covering of skin. Concluding that 
cerebral complications had ceased to be a probability, as the 
had followed the line of least resistance, I explored the cavity wit 
probe, whieh finally emerged from the normal nasal outlet, The 
cavity was thoroughly cleansed with an antiseptic solution, packed 
with gauze, gradually lessened in amount as healing progressed, 
and the patient made an uninterrupted recovery, only the smallest 
sear and indentation, about one-half inch above the supra-orbital 
ridge, showing the point of rupture. 

The relief after rupture is indeseribably prompt, and with the 
free « of the purulent material the symptoms, urgent before, 
rapidly abate. 

The diagnosis is not difficult after the establishment of the 
local swelling and the systemic symptoms. Retention of uninfected 
material lacks the acute, purule nt, inflammatory symptoms to be 
rved externally. Certain tumors may grow to such extent as 

ure-symptoms, and even, if attended by su 
» the presence of pent-up pus; thinning ‘of the 
r, but. the growth is slower and the pain less 
intense. x Eeceha of the lacrimal sac may confound a diagnosis, 
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fluid ing into the nostril through the frontal page= si 
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icious data. It is almost impossible to id 
From that of any tumor having its site in this location. 
‘The prognosis is good as regards life. Empyema may 
The cerebral and ocular dangers are not so grave as in the 
of the cavity with confined pus, but are all prmeoee a. 
extent. 
Treatment.—Occasionally, spontaneous ru} and 
may occur. However, as a rule, surgical interference is necessary. 
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Tn a majority of the cases this can be lished by perforati 
with the instrament shown aT i 112, into the etiua, 
ee en tat dom ¢ nose, The danger of pene- 


bered 
of the anatomy of this region to an rienced operator 
edge an accident not likely to occur. Meo the absence of the 


F109, 112.—Palmer's frontal«inus drill, 


frontal sinus must be borne in mind when attempting paracentesis. 
This operation, if successful, will permit of the exit of the retained 
material, and, should it fail to be curative, will at least be of value 
from a diagnostic standpoint, besides establishing free drainage 
into the nose. The opening should be followed by curetment. 
Tf this method should fail to effect a permanent cure, recourse 
will have to be made to the external operation as given under 


Empyema (page 381). 
FOREIGN BODIES. 
‘These may be cither inanimate or animate. The former com- 


ise such bodies as spent bullets or shot, or pieces of metal, and 

The like, the existence of which within the eavity is usnally known 

of the traumatic history of the case. They may give rise 
to no symptoms, but remain firmly placed in the frontal cavity. 
On the aaa hand, they may constitute the exciting cause of a 
chronic catarrhal or suppurative inflammation of the sinus, which 
will refuse to yield to any treatment short of their removal. 
Fortunately, such cases are rare. 

OF the animate foreign bodies, there are a number of recorded 
cases of invasion into the frontal sinuses. These consist of a 
variety of worms or larve and, particularly, maggots. The sym 
peceyreneoced are necessarily those of excruciating pain in the 
frontal sites, suppuration and fetid discharge, with ulceration and 
necrosis of the structures attacked by the insects, The diagnosis 
is made by the presence of numbers of worms in the nasal dis- 
charge and by the localizing symptoms. These cases are more 
often obse: in tropical and warm climates than in the temper- 
ate zones, The prognosis must be guarded. 

Treatment.—The treatment is the same as in Suppurative 
Tnflammation. However, when animate foreign bodies are present, 
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through the lacrimal duet to the nose, the influence of continui 
of structure being aided by gravity. Obstructive lesions of the 
nose, by oceluding the nasal duct, may lead to acenmulation of 
material within that tract, with overflow through the eye. “This 
accumulation may lead to irritation and infection, i rin 
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the nose or orbital mucous membrane, as lesions of the eye, which 
do not seem to yield to any plan of treatment, may be found to 
have in the nose the causative factor, the correction of which will 
clear up the eye-symptoms. On the other hand, a continuous 
inflammatory lesion of the nose, in which there is an infectious 
rocess going on in the mucous membrane of the orbit, may have 
In that its etiological exciting factor. In the anemic and stru- 
mous forms of rhinitis occurring in children, with offensive, slim: 
discharge from the nostril, with watery eyes, edematous and swol- 
len lids, with the tendency to excoriation of the skin surround- 
ing either the nasal or ocular opening of the duct, the condition 
may be an associated one—the result of a constitutional diathesis, 
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borne by the patient. If there is a tendency to the accumulation of » 
or Unt mph, elie en be ane by Washing 
means posinael syie (Rg. 1 ne a warm 
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Fi. 116.—Freeman’s syringe with catheter, 


sodium to the ounce of tepid water, or an equally cleansing 
solution is warm milk to which is added 3 to 6 ph nae sodium 
chlorid. In the el , before secretion beer core in 
which there are marked burning and itching in naso- 
pharynx, due to the hyperemia and congestion, relief may be 
obtained by the inhalation of medicated vapors; but better is the 
internal administration of a granular effervescent pilocarpin tablet 
containing yf grain. This should be administered every hour 
until the secretions are established. The tablets should be placed 
in the mouth and allowed to dissolve gradually. Tf there is a 
tendeney toa continuation of the hypersecretion and a prolongation 
of the process after thoroughly washing out the nasopharynx, which 
should be done with the alkaline solution on a cotton pledget, use 
boroglycerid, 50 per cent., with an equal amount of compound 
tincture of benzoin. If, however, a more astringent effect is 
desired, there should be used a balsam solution, such as— 


. Olei eucalypti gtt. ij (12); 

¥ Olei cassie, | ft. (12); 
Extracti pini canadensis, it. x oe 
Tincture benzoini, q.s. ad . 5 (80.). 


If the tissue is very sensitive and markedly irritated, 3 per 
cent. cocain should be added to this solution. Quite often there is 
associated with acute nasopharyngitis a sudden blocking up of the 
Eustachian orifice and continual irritation of the orifice of the Ku- 
stachian tube. This may lead to graye complications in the ear, 
and many an attack of acute otitis media ean be averted by eathe- 
terization of the Eustachian tube and drawing off the accumu- 
lated secretion. When an acute inflammatory condition of the 
nasopharynx is associated with a [ike condition in tha anterior 
nasal cavity, the treatment is the same as that given under Acute 
Rhinitis (page 76). If the secretion is not mucopuralent, but 
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NEUROSES OF THE NASOPHARYNX. 


__ The yarious reflex troubles associated with or dependent u 

‘alterations in the structure of the nasopharynx have not seenthG 
/ studied as those of other portions of the pepe respiratory 
tract. are, however, quite a number direetly traceable to 
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lesions of the nasopharynx. The most common which have been 
noted are attacks of laryngismua stridulus, general convulsive 
seizures, and stammering. Certain forms of gastro-intestinal 
trouble, like vomiting and eructation, may be reflex, but are more 
likely to be due to the irritation produced by the swallowing of 
the secretion from the nasopharynx. The aural reflexes are more 
a complication or result due to the inflammatory process extending 
to the middle car through the Eustachian tube. The peculiar 
nervous temperament of the individual, which predisposes to 
reflex neuroses, must be taken into consideration. 





CHAPTER XVI. 


DISEASES OF THE UVYULA AND SOFT PALATE. 
Malformations. 
Bifid and woah 


Tie osiaes Diseases. 
Acute Uvalitis, 


Chronic Uvalitis, 
Ulceration, 
Non-intlammatory Diseases. 

hesions- 
‘yyarevtbenin; Paralysis. 
Anesthesia. Acute Bulbar Paralysis. 
Paresthesia, Chronic Bulbar Paralysis. 
Neuralgia. Apoplectiform Bulbar Paralysix 
Spasmnodic Contraction. 


Herpes of the Fauces. 


BIFID AND RUDIMENTARY MALFORMATIONS. 


Tie most common anomaly of the uvular continuation of the 
soft palate is bifurcation more or less completely, accomplished, 





Fic. 118.—Showing congenital absence 


eof the bart and soft palates 
‘orifice Hhaw 


the Eustachian 
+ plainly on the right side 


though congenital absence or rudimentary development has been 
observed, Haparded by some ors as analogous to cleft palate, 
with an element of heredity, bifid uvula may exist as merely a 
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of three and ten years, 
¢ year, or may even exist at bi 
nth to fifteenth year the structure undergoes 
atrophy. This may occur even if the tissue is not 
well as when it is the subject of pathological changes. 
associated as an etiological factor. 
ef that enlargement may occur in several children in 
family involves the question of deswdty only as to the 
ly nose or lymphatic temperament. In constitutional 
as in the syphilitic or tubercular condition, there is a 
7 (ih atl icoadlae involvement, which is increased by 
from the lessened physiological resistance and dimin- 
-yascular tone there is a tendency to sluggish circulation in 


onal especially the mucous membrane. This will tend to 














and watery infiltration, more marked where the 
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table. The layer of epithelium is usually single, 
of the columnar variety and irregularly ciliated. 
enlarged or inflammatory tonsil this epithelial 
varies, when there may be several layers of epithelial 
pavement variety, and the basement membrane will be 








ly, we really have to deal with four different vari- 
of enlargement of the pharyngeal tonsil. There is the soft 
riety (Fig. 122), which appears as a smooth, semi-fluctuating 

ls over almost the entire nasopharynx; it is 
largely influenced by atmospheric changes and the physical condi- 
tion of the child. “This variety is composed almost entirely of 
pera strneture, is very friable, is covered with a thin 
layer: ium with ill-formed basement membrane and sub- 
mucosa, The structure is so soft and friable that it can easily be 
broken up by pressure with the finger. The enlargement seems to 
be due to an overdevelopment of lymphoid structure. 














Fra, 12%—Section of sof adenold growth from a child (author's speckmen). 
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po obstruction ii 
nose, and permits of accumulation of secretion 
it tof dust within the nasal cavity, thereby causing 
Ffedenatl setting up an inflammatory condition of the anterior 
‘ar hh targa asal tissue. A suitable nidus 
zeit established, and may lead to 
ee eters “ati leetiat epee 
power of the membrane by destroying the cilia epi- 
Tt is also to be borne in mind that this direct mouth- 
sah ee irritation of the pharyngeal and io ed 
es ele air e a roperly moistened or 

nue tered before 
or bee structure. Ie 4 complication, then, there will 
odie cou; hy with a constant tendency to take 
child may be subject to attacks of tly rages stridu- 
p; and frequently pethes There ma‘ associated 
ities of development, owing: to imperfect breathing such as 
of the chest, the peculiar chicken-breast, limiting the 
lung-action, thereby lessening the physiological fune- 
of that structure and Prelencar the child to grave lesions of 
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or complete loss of the sense of taste. 








whatever. 
tion is often associated with various forms of rhi- 


of 





0 is recognized early and anne 

is accomplished, the prognosis is If, however, 
ieee to ee Ss bat framework is 
perfect nasal breathing may never be established. The 
eft caring eyes upon the amount and continuance of the 


—Any impediment to the entrance of air thro 
upper or lower air-passages, especially in infancy and echild- 
eee: rise to symptoms which call for quick recognition and 
ly and oe bab pt relief. In this one instance radicalism 

an inactivity. The successful treatment of 
pelle in the nasopharynx depends largely on 
fear redten and prompt removal. This does not always 
operative interference, at in the majorit pat of cases opera- 

tive measures to some extent will be necessary. The general con- 
dition of the patient should be looked into, and any existing 
constitutional diathesis corrected. In the cases in which the 
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anesthetic. jis certainly can be done under local anes- 

a in adults, but I think in children the shock of the opera 
grave and is attended with as much risk as 
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my privilege to see several such cases, it was 
found that the anterior dsr of the axis and atlas, and in. 
another instance the second vertebra—the anterior portion 


forward, in other words—was so enlarged that it produced an 
offset in the pharynx at such a point that when the was 
drawn forward and the larynx elevated it prose the epi 
against this protruding pharyngeal wall, showing that in all cases 
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Becerra ea ae a eat tin cigs Ocoee eee 
as to allow the head to over or if an operating 
table is used he shouldbe psd n'a molied. Trendelenbung 
position. If in this position there is a tendency to turgescence 

the veins and continued bleeding the patient should be quickly 
raised into an almost sitting posture for a half minute, the 
Trendelenburg position discontinued, and the table adjusted to 
the perfectly Hat position, By inserting the , drawing 
the tongue forward, and elevating the uyula, a part of the nuso~ 
pharynx will be exposed, giving a fair view of the field of opera- 


QS SS 


Fid. 125.—Gotteteln’s adenoid curet, 


tion. A modified Gottstein curet (Fig. 125) or Richards’ modi- 
fication of Schultz's adenotome (see Fig, 126) should be used. 


Fig. 193.—Richards' modification of Schulte» adenotome. 


The blade is not so large as the original instrument; the curved 
portion is a little Jonger and the curve more pronounced. Tn some 
cases the adenoid structure is small in amount, but Toeated hij 
up in the vault of the nasopharynx, thereby causing marked 
struction. In such cases the curet, shown in Fig. 127, should be 
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Fig. 127—Author’s adenoid curet to be used through the nose. 


used. It can be passed through the nose, and the finger passed 
into the nasopharynx will palde the instroment. This os also true 
when the large mass of adenoid structure has been removed from the 
nasopharynx ; there is still a small amount located high up in the 
vault, almost in the choane. This cannot be reached by the 

nasal curet. In such cases the author's curet, shown in Fig. 127, 
should be used to remove the portion of the gland that Ties almost 
within the nasal cavity, This instrument is not intended for the 
removal of the entire adenoid growth, but for such conditions as 








being those of strumous or 

which are more likely to become infected and 
SOC. r 

the adenoid structure is likely to be more fibrous, 

el Tn such cases the biting~ shown in Fig. 
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‘Fig, 128,—MeAuliffe’s adenotome. 


128 should uld be used. The removal of the gland in such cases 
Beir tase coer local or general vera 
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testinal ;. the local areas should be touched with a 6 per cent. 












ni antiseptic 
and careful attention should be di to the in- 


solution of chlorid of zine, or, what is still better, pure iodin, A 


cent. formalin solution in some eases is just as efficacious, 


at times the condition is very obstinate, and resort to the 
may be necessary. 


VARICES. 


show as bluish tortuous cords. Occasionally they are mark- 
irregular, showing saccular dilatations which appear above 
surface, and which may rupture and cause severe hemorrhage, 


disorders, It is especially likely to occur durin; or 

the menopause. It may ass be the result of slochicliens eke: 

enlarged yeins may produce peculiar subjective sensations, the 
30 
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CHAPTER XVIII. 


DISEASES OF THE PHARYNX 


Malformations and Deformities ; Stenosis. 
1. Dilatation (Pharyngocele). Diverticulum. 


Acate Inflammatory Diseases. 
1. Simple Acute Pharyngitis. 
2. Infective Pharyngitis. 
3. Membranous Pharyngitis. 
i coe Membranous, 





5, Traumatic Pharyn; ee 
6. Hemorrhagi ic Phanyn . 
7. mel Glandilel i tralia, 
8. The Pharynx in the Exanthemata and other Febrile Affections. 
a. Scarlet Fever. 
b. Small-pox. 
c. Measles. 
d. Erysipelas. 
t Intermittent Fever. 
f. Gout. 
f Typhus Fever. 
Typhoid Fever. 
i. Influenza. 
j. Varioloid. 
k. Chicken-pox. 
9. Ludwig’s Angina. 
10. Vincent's Angina. 
11. Angina Ulcerosa Benigna. 


Chronic Inflammatory Diseases. 
1. Simple Chronic Pharyngitis. 
2. Subacute Pharyngiti 
3. Follicular Pharyngi 
4, Hyperplastic Chai 
5. Atrophic Pharyngitis. 
6. Cyanotic Pharyngi 
7. Rheumatic Pharyngitis. 
a, Acute. 
b. Chronic. 
8. Angioncurotic Edema. 
9, Infectious Granulomata of the Pharynx and Nasopharynx. 
a. Tuberculosis. 
1. Lupus. 
&. Syphilis. 
¢. Glanders. 
d. Actinomycoais. 


Abscess, Retropharyngeal. 
Urticaria. 

Herpes. 

Pharyngomycosis. 











in the Pharyngeal Structure. 
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customary cause of the condition is the ingestion of 
erly masticated because of unsound or defective teeth, or the swal- 
Towing or bolting of masses of food that cannot be handled by 
the constrictor muscles of the pharynx. The first symptom of the 
condition will usually be an inability to swallow, or pain on 
deglutition. Boluses of undigested food may be spontaneously 
ejected, without retching or vomiting, at varying intervals after 
eating. The pouch may be of such a size that the food collected 
within it may eause considerable distention, visible on the outside 
of the neck ; and the patient may be able, by pressure from with- 
out, to cause the food to enter the pharynx and subsequently the 

The treatment of the condition depends largely upon 
the position and size of the pouch. Shonld the cavity of the 
diverticulum be sufficient to cause a tumor visible externally, a 
pad properly fitted to the neck may obviate the disturbance and 
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¢ color of the membrane varies from a bright pink to a livid 





ermal. 
‘The onset is usually sudden, the severity of the 
entirely on the suddenness of the attack. 


rounding 
Scop be slightly translucent from edema. In the early 
the surface 


of the membrane will be shiny and smooth ; gradually, 
peu eeremice into the second stage, it will become more rough- 
ene ular. In the first stage the throat is dry, with 
‘small es of dried mucus here and there. In the second 


stage secretion and exudate are profuse, and at first of a 
‘watery consistency, gradually becoming more tenacious and muco- 
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hamamelis, cinnamon water, and. 
asa gargle every hour. Should 
intestinal irritation, or to a gouty or rheumatic diathesis, 
il treatment should be directed to the relief of the under- 
erin esis ema ew rs cae a 
inflam: process postnasal cavity, the treat- 
should be directed more to the avian enon 
. The administration of certain drags, such as 
reparations that are eli) 
y the cause of the inflammatory 
Their prompt withdrawal is usually the only treatment 


the inflammation is limited to the pharynx—and by the 

; is understood that portion of the wall that is visible on 
inspection—the remedial agents should and can be applied 
to the part. This can be done in a number me 
or in 
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—by ns of les, sprays, cotton and applicator, 

the of eecpce Ie ip ecatiint is seen e the early or 
first of the inflammatory process, the treatment indicated 
is different from that demanded when it has reached the 


or exudative stage. Tt must be remembered that in 
stage the pathological alteration is not a structural 
is entirely limited to the vessels; that the mucous 
has its normal lubricating secretion, which is fur- 
nished by the mucous glands located in the submucosa; that-in 
the first stage, or stage of engorgement, the pressure exerted 
the now overdistended arterioles and capillaries outs off 

is normal secretion by the temporary occlusion of the excre- 
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INFECTIVE PHARYNGITIS, 


Synonyms.—Ulcerative sore throat ; Hospital sore throat ; 
oad pharyngitis ; Suppurative pharyngitis ; Streptococcal 


Pe efiaition.—Sopericial ulceration of the mucous membrane 


of the nx, due to infection, It is frequently epidemic, 
eee Then is often seen in individuals eee to the 
‘influence of septic poisons an attuck of acute infections inflamma- 
| ‘tion of the pharyngeal mucous membrane, Some people are more 
| susceptible than others, The condition is quite frequently seen by 
| physicians during epidemics of diphtheria or scarlet fever, and 
sometimes occurs in surgeons when exposed to septic poisons. 
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MEMBRANOUS PHARYNGITIS, 477 
re mentee he alone ayer ais ie 


made, 
gnosis is, asa rule, favorable, although septi- 


—The ent should be placed in as hygienic 
surroundings as is possible. The bowels should be freely purged 
and minute doses of calomel and bicarbonate of soda continued. 
Tnternal administration of tincture of chlorid of iron in from 10- to 

» doses every two hours will be of great service in com- 
buting any tendency to septicemia. The throat should be fre- 
q cleansed, first with an alkaline gargle used as warm as can 
borne by the patient. e ulcerated areas should 

be touched with a 3 per cent. chlorid-of-zine solution, or dilute 
i to the ounce of water. Considerable relief to 








its application can be limited to the membranous areas, Tf the ulcers 
are painful, relief can be afforded by the local application of an 
oily sol sueh as benzoinol, to which has been a Hed 4 grains of 
menthol, 4 drops of sandalwood oil, and 2 drops of oil of Lr ts 
tus to each ounce. This can be applied every few hours. Ortho- 
form is equally good for the relief of the pain. Heated vapors 
afford temporary relief. Cold should only be used very early 
in the process, and may do much to arrest its p The 
patient should be instructed to wrap an ice-water cloth around 
the neck, enveloping that in a dry towel, and also allowin, 
small particles of ice to be dissolved in the mouth. However, i 
the condition is advanced in the inflammatory stage or has gone 
on to necrosis, hot applications are indicated rather than cold. 
After the relief of the acute symptoms the patient’s ema con- 
dition should be improved by the administration of tonics. 


MEMBRANOUS PHARYNGITIS. 
Varieties.—a. Croupous ; simple membranous ; 6. Diphtheria. 
Crovpovs. 
Often the practitioner will observe an inflammation of the 
that is in no wise diphtheritic, and while there is no 
estion but that the condition is an infectious one, yet the infec- 


tion is not due to any specific bacteria or special germ, though the 
pyogenes is present to such an extent as to give rise 











essary 1, The introduction of the specific germ, and 2, a suit- 
: coe 
sic of the Bacillus 








ucial tonsil, overgrowth of Luschka’s tonsil, curious 

teeth, nasopharyngeal catarrh, and any dis- 

eased condition of the mucous membrane of the mouth render 
an individual, especially in childhood, liable to infection. Tonsil- 
Tar. t, causing mouth-breathing with its attendant lower- 





‘ing of vitality and resisting power, tends to decrease about puberty, 
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Fig. 145, Fra, 146, Fig, 147. 
§.—Tube inoenlated forty hours after serw on. 
ape re houry afer admission. The diphtheria baeillt are 
ale Ieosclated frome growin ety ele ours ola. Ir ntavess, stl: 


b growtl 
hs ee eerey: at oe Ii seem to tend to the in of short 





Pathology.—Pathologists and clinicians differs as to the 

r alterations in diphtheria ; this is largely due to the 

fies in the etiological factors. Irrespective of cause, we 

aye to deal with two distinct varieties of this membrane-inflam- 

mation. That when the disease is due to a specific infecting agent, as 

the bacillus of diphtheria, the membrane forms on the surface, as 

in any membranous condition ; but on its removal there will be 
ce 
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Fpeaag 
een ae may be situated on 
the mucous tracts of the body or at mucocutaneous 
special predilection for the tonsils, however, She 
y th pepe sa asiee of the necrotic process, which ma; 
direction. ‘This is due to eters i haatisate of 


at or ce Rha omalla “eithe Weepaes toed to 

e ion the tonsils. ie x may be prima- 

olved, or secondarily by extension from above. The nose 
seat of the membrane other than by Mearnlany Savoie 
Tnto the nasopharynx and through the Eustachian tubes, 
ving the hard or soft palate, coverin, is gingival or buccal 
mucous pete! extending down into hagus or trachea, 
the tear-duct to the conjunetiva, and into the antra— 
there is no part of ve ip cavity. or its poucaasians exempt from 

eta marily or by extension by the membrane, 

BS i ed Rnkgesss of the Porter varies in differ- 
ages of the disease. Early in the course of the disease it is 
x rm, and diffieult of detachment, and leaves an abraded 
blee surface behind it. Later it is soft, shreddy, and more 


















m case at dev nradsor esther 


> h ie labo- 
may later, cither from re-inoculation or lowered 
) true impart to others the 


accurately whether the patient or any of the family have 
to. ‘diphtherial infection, directly or indirectly, or to 
disease in which sore throat is a symptom. Look into 
the of o erty etter OF enc eae, pera ; aot nee 
initial symptoms, so as to establish, i 
Peo my ake a careful physical examination ot the 
‘ asking the temperature in the axilla, or in the rectum so 
child, not forgetting to examine the glands—cervieal, ae 
lps ‘Then examine the throat by the followi 
¥ on the left side, facing in the same direction as t) te a 
if a child, is held on the nurse’s lap; or if an adult, aie, 
the seated in a chair, sitting up in bed, or recumbent. 
the right hand firmly on the crown, so as to control by pcan 
motion both the lateral and yertical movement of the head, Insert 
the tongue-depressor with the left hand, and bend your body 
forward, turning the face at the same time toward the patient's, 
and somewhat above the plane of his mouth. On the slightest 
tendency to cough, cither rotate the patient’s head by twisting the 











or eecoer, 
ope pale, not vary! 
not of unfavorable sign’ 
wever, with PADelaiey ad Joss of foree, route 
ately grave, 
pe Soren Ta eria occurs in a number 
be regarded as of 
to implication of the heart ma 
ie aoe Browne, by (1) direct e 
heart ; (2) clots in the ventricles or great 
fats ating cardiopulmonary paralysis; (4) vomiting and other 
pert h the vagus ; () ulcerative eiilecarlitis myo- 
Bac legeneration of the cardiac ney which may 

cause ee ta months after cessation of active 

Lungs.— Extension of the membrane to Pm ory the entrance 
of particles of food, shreds of sloughing membrane, or of pus 
‘into the esophagus, and obstruction of the nares may cause, du 
the course of diphtheria, armen in the apes aE are at once 
alarming and extremely dangerous to life sooseereae =e 

pneumonia, pulmonary congestion, lobar pneumonia, an 

piney of the pangs may be cansed in this way, and their oceur- 
rence renders the case so much the more to be despaired of. 
Kidney.—Albuminuria, as before stated, oceurs in about one- 
third of the cases, and of itself is not of great prognostic impor- 
tance unless persistent. Reduction in the amount or suppression 
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' ‘or spoon, in this way avoi the 
respiratory failure ae ; eee se 
evacuations. 
For the first few days gi 


Tiquid 


i 


and not injurious. Ice may be given as 
frozen becf-tea. Give no sweets or articles contain= 
As soon as the membrane has cleared, fish, fresh 
Tice pudding may be added, and a full, nourishing diet 
resumed as soon as possible. 
Remedies.—As soon as the case is seen, apply Liffler’s 
a cotton swab. Repeat every two hours, carefully 
membrane and surrounding tissue with the solution, 
ould be sprayed every hour with equal parts of 
peroxid, aqueous extract of hamamelis, and cinnamon 
» In nasal diphtheria the nose should be kept clear by 
occluding membrane and applying Léffler’s solution, 
use of the cinnamon-water and hydrogen-peroxid spray. 
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turing a certain amount 0 
his physiological resistance to di 








Pra. 148, —Roux's antitoxin «yringe. 


can be used, or even a new aspirating needle may be substituted, 
with precautions as to sterilization, which can be effected by boiling 
water and 5 per cent, tricresol. 

i ‘The injections are made by pinching a fold of the 
skin in the interseapnlar region or lateral abdominal wall and 
allowing the serum to enter slowly. After the desired amount 
has been introduced, the spot is covered with absorbent cotton, 
which forms a sort of collodion with the serum that flows back 

the orifice, and thus completely closes it. 

A slight edema oceurs during the Tafeatlon, but disappears 
within fit minutes or half an hour, No serious objection ean 
be raised against the injections, the only untoward circumstance 
pene an occasional slight urticaria of no moment. Complications 
T believe to be due to faulty technic, imperfect sterilization, or a 
per serum. Should the point of injection become sore, apply 

oad as hot-water bag or moist, warmed antiseptic dressing. 

of Serum.—In the serum we have a remedial agent that 
may be used preventively or therapeutically. The dose is given 
throughout in antitoxic units, 
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infected mucons-membrine surfaces should be frequently 
thoroughly cleansed and the patient stimulated. 

ulants should be given, in the form of brandy or whiskey, 
when the strength begins to fail. Nitrate of strychnin, aromat 
spirits of ammonia, or digitalis is to be used if cardiae or respira- 
failure threatens, the dose to be sufficient to meet the require- 
ments of the case. 
tions and Sequels.—Aural Diphtheria.—The 
involvement of the middle ear is not usually heralded by pain, 
and the first symptom may be the suppurative discharge from the 
meatus. Should this complication arise, syringe the ear with 1 
part boric acid and 25 parts water at 100° F,, three or four times 
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Hs ee might be carried out stares 


5 pti) in examination or treatment should 
or twenty minutes or disinfected by the use of 


be taken, while examining or treating the ie ects 


of the membrane or oral contents is ex 
hed up on the physician’s clothing or face, oe should 
promptly remove the expectorated matter with a cloth 
‘in an antiseptic solution and thoroughly wash the affected 
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k-room should he forbidden 


lhe patient’s throat, if recovery tukes place, should be treated 
y Siok mth gargles or sprays, such as— 


¥. Extracti hamamelidis, 
Aquw cinnamomi, 
Hydrogeni peroxidi, 4a equal parts. 


every four to six hours, and a bacteriological examination should 














‘The treatment should be directed toward the 
systemic infection, The function should be 
d, and remedial iminati 


greeable odor, a ate of potash followed 
hydrogen peroxid Gis volune) ahoalal be employed. cl 





OCCUPATION-PHARYNGITIS. 
| ‘Synonym.—Traumatic pharyngitis. 

Definition.—An acute Alan aah of the pharynx, caused 
by wounds, foreign bodies, inhalation of various forms of dust, 


or caustic substances. 

| Mitlology.—This variety of ea is most commonly 
| seen in children, since they are more liable than grown persons to 
accidentally drink corrosive liquids or boiling solutions. Tt may 
| also be caused at any age by foreign bodies or the inhalation of hot 
air or steam. It may also occur in individuals who are constantly 
to some variety of dust, as in sweepers, weavers, miners, 
ete, Chemists who are exposed to the fumes and vapors produced 
al reactions during experimentation are also Viable to 
disease. The embedding of sharp foreign bodies, such as fish- 
bones, spicules of shell, splinters of bone or wood, pins, ete., in the 
are also common causes. One case coming under my obser- 
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time the action of such irritants is so 
derived from the internal admini 
ment always indicated is to relieve 
local application of emollients. A 











any constitutional diathesis as well as the relief of 

any tendency to constipation. Locally, the throat should be 

1 with hot water, which will materially aid in 

circulation. Of the local applications, those afford- 

the most relief are the astringents, in the form of a 3 to 
alumnol solution or 
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le here. 














nasopharynx, and extends from just below the Eustachian tube 
along the anterior border of the posterior of the fauces 
down to a line corresponding to the rim of the glottis, ‘The inflamed 
‘masses are oval in shape, smooth in appearance, and sometimes 
coated over with thick, tenacious mucus. It is usually seen 
in the acute form, it may become chronic, The inflamed 
owing to the involvement of the surrounding aud interven- 
tissue, may give the appearance of having run together and 
forming one continuous, elevated, inflamed area. 
Treatment.—Internal medication should be directed toward 
the relief of any underlying systemic condition. The intestinal 
tract should be stimulated. Any errors of diet should be cor- 
rected. The liver should be rei active by thorough 
tion. Following this, ten- to fifteen-drop doses of dilute 
ehlorie acid given in a half-glass of water after each meal gives 
excellent results. 
Tonic alteratives are also beneficial in cases which follow 
infection and where the individual's general condition is below 


Beard directly to the inflamed areas by means of the appli- 
eator and a pledget of cotton, equal parts of compound tincture 
of benzoin, cent., or a 15 per cent. solution of alumnol, 
will tend to aie the swelling and relieve the irritating 
Equally good results may be obtained by a 30_ per cent, solu- 
tion of argyrol or a 2 per cent. solution of sulphid of zine. 

‘The areas should not be cauterized. 


THE PHARYNX IN THE EXANTHEMATA AND OTHER FEBRILE 
AFFECTIONS. = 


Scarlet Fever.—Although there seems to be some difference 
of opinion as to the oceurrence of involvement of the pharynx in 
every case of scarlet fever, it would appear that the statement— 
the disease in the throat is the most regular in its appearance of 
all the symptoms of scarlatina—is a safe one. Commencing with 
2 certain amount of redness as early as the occurrence of the fever, 
the throat-lesions may be of varying degrees of severity. 

According to Osler, they may be classified in three groups— 
first, slight redness, with swelling of the follicles of the tonsils; 
second, a more intense grade of swelling and induration of the 

, with follicular tonsillitis; third, membranous angina, with 
intense inflammation of all the pharyngeal structure and swelling 
of the glands below the jaw, und in very severe cases a thick, 
brawny induration of all the tissues of the neck. The condition 
of the pharyngeal mucosa is almost pathognomonic of scarlatina, 
and consists of a “deep bluish-red injection of the mucous mem- 
brane and tonsils in the neighborhood of the highly swollen 
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eet and aural cavities is one of the complications which is to 
mentioned only to be avoided, if possible, by proper prophylac- 
tic measures. 
Coating the membranes with earbolized vaselin to which has 
been added one dram of compound tincture of benzoin is highly 
efficacious. Apart from this treatment, the ordinary alkaline 
detergent and antiseptic sprays will answer for all the symp- 
toms arising from the involvement of the pharynx. 
ipelas.—Erysipelas of the pharynx oceurs primarily or 
may be found aa a secondary complication of the cutaneous mani- 
festation of the disease. The ordinary redness with diffuse inflam- 
mation, in which the tissues are swollen, livid, and shining, the 
formation of vesicles, varying from the size of a pin-head to } inch 
in diameter, which terminate in gangrene, embraces probably the 
full extent of the involvement of erysipelas. The constitutional 
ifestations are most marked. Epi lemie erysipelatous fever, 
commonly known as “ Black tongue,” may involve the pharynx 
and even extend to the larynx. When the pharynx is inyolyed 
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affection probably evidences itself in this inflam- 
mucous-membrane structures in the pharynx and 
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peppers ray re 
wFYNX 2 rynx are involved in typhoid fever, thoug] 
affections of the latter are more serious than those of the former. 
Catarrhal, follicular, ulcerated, croupous, or diphtheritie and aph- 
thous inflammations of the pharynx are met with. Diffieulty in 
swallowing, due to the dryness of the throat, is very often com- 
plained of'at the beginning of the disease. Later on, it may be 
# purely nervous affection. Especially is this true in children. 
There is usually a certain amount of injection of the pharyngeal 
mucous membrane, but actual sore throat is comparatively rare. 
Tt has been stated that the follicles of the pharynx and tonsils, 
faucial or lingual, may be involved coincidently with the intes- 
tinal glandular implication, In fact, there may be rare cases in 
which the amount of infection is so great that the name fonsillo- 
typhoid or pharyngotyphoid has been applied. Since the involye- 
ment of the typhoid process is more to be feared in the direction 
of necrosis of some of the bones and cartilage, or abscess-forma- 
tion, the lesions of gravity are rather to be expected in the larynx 
than in the pharynx, and such is the actual state of affairs in the 
majority of eases. The frequency of such complications and sequels 

shown by Keen in his work on “ The Surgical Compli- 
cations and Sequels of Typhoid Fever,” 

Influenza.—With the majority of cases of epidemic influenza 
(la grippe”), particularly of the pneumonie variety, an inflam- 
mation of the pharynx will be associated. Though characterized 
by no especial peculiarity as to type, the affection is usually found 
as an acute catarrhal process, involving the pharyngeal mucosa 
only as part of the more general implication of the upper respira- 
tory tract, with decided tendency to become chronic. The char- 
acter of the inflammation is influenced to a great extent by the 
organisms associated with the bacillus of Pfeiffer in the produc- 
tion of the condition. Ulcerative termination of the process, 
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reveals an ulcer often. half: to tl 
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08 a close i 
angina, Diphtheria must be differential Plaut’s or Vii 
cent’s angina; the absence of diphtheria organisms is the 
point; yet the two may coexist. 











ANGINA ULCEROSA BENIGNA. 


‘This variety of ulceration was first deseribed by H , in 
1890. The disease usually appears on the anterior sidal oilares 
and is usually a single superficial ulcer or excoriation, The 
edge of the ulcer is clear ent and well defined, although deep 
ulceration never occurs. The surface is usually grayish in color 
and the surrounding mucous membrane shows slight, if any, evi- 
dence of inflammation. The basement membrane is not involved 
in the excoriation, so that when the ulcer heals it leaves no 
cicatrix. Occasionally the ulceration is bilateral, The patient 
complains of considerable pain on swallowing; in fact, pain out 
of all proportion to the area involved. At the onset of ulcer- 
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luces marked inflammatory changes in the phat 

psi ie oe is a condition in ‘hich tien may seer ne 
originally very little inflammatory process present, but by the re- 
peated Panngenent of the SEE Se ies has ext brvagt 
about an overnutrition, and in the relaxation that always follows 
the continued use of the voice there has taken place a leakage 
from the blood-vessels into the perivascular tissues, and the inflam- 
matory condition there produced is secondary to the congestion. 
Combined again with the excessive use of the voice, individuals 

‘ing in public buildings where vast crowds are assembled have 
to contend with the irritating effects of the dust. This alone 
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ure of opium to an ounce of water, will afford relief. However, 
where there is marked engorgement of the blood-vessels, with per- 
manent thickening in the submucosa, as a result of inflammatoy 

changes, gargles or sprays of any kind afford only temporary relief. 
Tf there is any irregularity in the upper respiratory tract in the 
form of nasal obstruction, which is acting as an exciting factor, 
such obstruction must be promptly removed. If the condition 
exists along with formation of the bony structure supporting the 
pharyngeal membrane, as in the stenting phase or in the pecul- 
tar curved pharynx, permanent cure will rarely ever be aceom- 
plished, In those cases in which the condition is brought about 
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once established. The influence of occupation 
ma eact one, those who are compelled by their vocation to use 
-yoeal apparatus under many and varied unfavorable eondi- 
tions being especially liable to the acquirement of the malady. 
Thus, it is peculiarly a disease of clergymen, who in addition to 
their ray eervices are taxed by other rie Hemeads; ot 
with practices necessitatin, and fatiguing in 
and ill-ventilated Nscarexoute of campaign , eres 
sages, and of those in the host of minor callings, such as hucksters 
fies phar eae is De oe ed of simple 
cl ryngitis. attacl acute pharyngitis are 
liable to create the coniltion, either from frequent repetition or 
prolongation of a severe attack. 
Exciting Causes —The overuse of the voiee—the “straining 
of the yoice,” as it is popularly termed—is among the most impor= 
tant of these. This may be active in several ways, Prolonged 
and pepentedd use of the voice, repeated efforts to attain and main- 
tain either extreme of the singing register, as in opera sin and 
the taxing of the vocal apparatus in loud, high-keyed 5] ing are 
usnal examples. In many cases improper vocalization during 
such efforts is an additional source of irritation, for the lips, teeth, 
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BR. ema BF. hy (0.0006) ; 


Bromini, Lf (0.008-0.01) ; 
Vini Xerici, bah : 


The distressing cough and constant irritation can be relieved 
the administration of codein, in doses BES grain, 
or four times daily, or a dram of camp! tincture of 
to an ounce of water as a gargle, As to the treatment of 
| actual follicle, each follicle may be touched with a 20 per cent, 
ic-acid solution or the dilute hydrochloric acid. This ean 
| be are peront Baran to the Ragen) RON if a fine- 
lieator is used, on the point of w is tightly wra; 

Seal tien of absorbent te ; the cotton is aeecrated Lenni 
the solution, the excess dried off with another piece of cotton, 
and then applied directly to the follicle, using very little pressure. 
Equally beneficial results may be obtained by the mopping of the 

entire surface with— 
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especially that involving the portion back of the soft pillars, it 
seems to be Sanied exten of the chronic inflammatory 
process by continuity; or while not, in reality, an inflammatory 
process, inerease of the connective-tissue element be ex- 
eke peices Weaent tire, oo che hoperpuands secures 

process si above, as the structure 
is in the direct line of the vascular eaictr ie onl as in direct 
Jine as to continuity of structure. The hyperplastic change which 
occurs in tertiary syphilis is described on page 540. 


ATROPHIC PHARYNGITIS. 

Synonyms.—Dry pharyngitis ; Pharyngitis sicca. 

Atrophie rtarvogttin is in reality cits Rul ria ORT 
but the resulting permanent pathological alteration in the mucous 
membranes of the | radon 

Etiology.—Although the causes of atrophic pharyngitis may 
be different, the histological and physiological changes of the 
mucous membrane of the pharynx are practically the same, 
less of cause. Any condition that will bring about a chronic 
inflammatory process, such as local irritation, as observed in indi- 
viduals whose occupation subjects them to constant exposure to the 
inhalation of dust, irritating fumes or vapors, or involvement of 
the pharynx by a continuation of inflammatory processes from 
adjacent structure produces a permanent thickening of the sub- 
mucosa with organization and contraction. By the contraction of 
the inflammatory organized tissue the muciparous glands of the 
mucous membrane are involved and their fimetional activity 
altered, or the gland may be even entirely obliterated. This gives 
tise to perverted secretion on the surface, with a tendency to 
accumulation of material which in itself is a constant source of 
irritation. Such would be the variety of atrophic pharyngitis that 
would follow any chronic inflammatory process. 

Again, in any constitutional condition in which there is inter- 
ference with the systemic circulation and damming back of the 
blood in any part from venous stasis of the dilated blood-vessels, 
through pressure and Poor nutrition there may be brought about an 
eran process. Although the appearance of the membrane is 
somewhat different, yet it is as truly atrophic, as regards function 
and logs of actual cellular structure, as the first variety. 

Or a simple atrophy may result from trophic lesions. The 
etiology may be obscure, nevertheless the simp) @ atrophic process 
takes place in the mucous membrane and brings about, as far as 
function is concerned, an alteration similar to that due to contrac- 
tion of inflammatory tissue. 

There is a variety, however, of dry pharyngitis which is not 
atrophic, that is due to some constitutional disease in which there 
is an alteration in the general nutrition, and the glandular secretion 





‘There is a certain amount of rigidit 

Occasionally the dried mucus on the surface will be so firm that 

‘on friction with the probe or the tip of the 

tinct ing can be hear The cumin 

entirel: upon val ol change 

the simple cy phar Inwhieh the alteration in the structure 

below is very slight, the membrane is thin, almost Saat A 

least translucent, and the surface smooth. However, a ie change 

in the glandular and submucous structure advances, the secretion 

will become thicker, more wrinkled, and accumulated in masses, 

and will be colored brown or green. There is a hacking, rasping 
not relieved by expectoration, with the sensation of a for- 

in the throat. There is usually associated with the 

















phere alteration a similar condition in the nasopharynx and 
cavities, so that the accumulated secretion usually extends 
"a into the nasopharynx, with frequent simultaneous involvement 
the Eustachian tube. In the dry variety, or in the earl 

of the atrophic process, on removal of the tenacious secretion 
underlying mucous-membrane surface will be reddened and ex- 
tremely sensitive. However, as the process adyances and the 
secretions become more tenacious and tend to accumulate in crusts, 
on removal the surface will present irregularly colored areas, some 
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obstruction. this should be done early, stractaral 
change has taken place in the the intial 
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J}. Sodii bicarbonatis, 
Sodii biboratis, 
Sodii chloratis, 
Potassii bicarbonatis, aa gr. xv (1.0); 
Aque, isi (60.0).—M. 


This solution should be as hot as can be borne by the patient. 
The membrane should be thoroughly dried by pledgets of absorb- 
ent cotton carefull Dappell over the surface, and a mild, stimula- 
ting solution applied. For the local stimulation, 4 to 1 drop of 














‘This condition may be acute or chronic, If the cause of the 
ri is continued a sufficient length of time, permanent patho- 
: ee the structure will take . 
Pathology.— ology 
this condition, involving the mucous membrane of dene re- 
i aaa tract, is practically the same as chronic edematous rhini- 
and the reader is referred to page 136. There are, however, a 
few personal observations I have made which are of sufficient 
c to be added under this chapter. 
t is a well-known fact that high altitudes affect circulatory con- 
itions, and that there is a tendency to congestion or turgescence of 
the mucous membrane of the respiratory tract in certain individ- 
uals when subjected to high altitude. This circulatory change may 
manifest itself in the pharynx and produce a passive congestion 
or eyanotic condition, without inflammatory phenomena. There 
will be a boarseness of the voice, owing to the roeree of the 
tissues about the cords, and also a sensation of fulness in the 
throat and an irritating cough, with only slight expectoration. 
Also, at these high altitudes the individual frequently as to drink 
snow-water, or at least the mountain-stream water, which is 
nothing more than melted snow. In my own experience, in an 
aetna of over 11,000 feet, where I camped for several weeks, I 
found none of the party influenced particularly by the altitude, 
except the sensation of fulness in the throat, with the peculiar dry- 
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PLATE |. 





Fig. Lahows conncetive-tissue loops penetrating basement-membrane. The submu. 
com Is fairly normal, It shows slight keratiniaation on the sursiee. 


Fic. 2 shows projecting connective-tisue papithe in which keratinixed 
the surfuce ; the central area is degenerated and the genetle laye 
brane is necrosed, 


Fic, 3—Low power, showlng urea of degonerntion (n plledaip epithelial surface, 
Fasement-membrane, both layers gone; cornified layer still on thy surinee ; pigmentation 
as result of hemorrhage, 





Is show on 
of the basement-mem- 











Fin, 4 shows « peculiar hyaline change beginning in the epithelial cell. It fx the early 
stage of the degenerative process, and shows {nm the slide a pecullar run-together appe 
ance. Mlood-versel wall shows proliferated endothelium, Some keratohyaline deg 
eration. 











KERATOSIS, 559 





mata similar to the change occurring in the skin; in fact, a 
hardening or keratosis. 

Clarkson in his normal histology the superficial epithelial 
cells are for the most part non-nucleated periplasts enclosing a 
homogeneous substance, keratin, into which the original prote- 
plasm of the cell has been converted. Between the superficial 
flattened squame, of which there are several layers, and the 
deepest germi layer the cells h an intermediate character, 
The presence of keratin in this cornified tissue and the cells be- 
neath is not necessarily signitieant, as it is present in the normal 
structure and is the basis of horny tissue. No doubt the decom- 
posed keratin has something to do with the peculiar reaction of 
the tissue to stain, as kerat a complex substance, which when 
decomposed yields leucin and tyrosin, “When pathologically altered 
it would no doubt give a different chemical reaction to stain, 
Besides the resembl to chr ‘ ¢ disen alxo a 
marked resemblan < to the « condition knows nas 

































the mucous-membrane epithelium, yet the physiological and his- 
tological law controlling these structures is largely the sime. The 
similarity of the surface keratosis, the peculiar + pbepithelial con- 
neetiv ue alteration, is striking] milar as compared with 
carcinoma, especially the pearl variety. It looks as though in 
one case the epithelial cells grew and penetrated down into the 
tissue, while in the other the tendency was toward the surface. 
These ma of keratinized epithelium are really pushed up from 
below, penetrating the basement-membrane In other instane 
as shown in Plate 2, Fig. 9, the el: = involved the entire 
epithelial surface so as to denude the papille of the connective 


tissue. 

Hyaline change is also shown in the wall of the blood-vessel 
and in the conncetive ne papille, In several sections, asin 
Plate 1, Fig. 2, masses of hyaline degeneration show just beneath 
the basement-membrane and extend deeply into the’ submucosa. 
The masses on the surtace, which appear at first inspection to be 
fibrin, I believe to be cornified epithelial cells bearing very much 
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the same relation to the 1 adjacent: structures as a 
finger-nail does to a fing not react to the stain 
fibrin, neither does it: show entangled in’ the ; 
in » practically no cell nH EXcept in one or ty 


where there has been hemorrhagic infiltrati 
stances, as shown in Plate 2, Fig. 7, these finger 
penetrate deeply into the submucosa or, rather, have their origin, I 
think, in the submucons counective-tissne papilke or genetic layer 
of the mucous membrane, and the longitudinal sections of such 
areas look very much like a scetion of a dead hair-bulb, Plate 1 














PLATE Il. 





Fig. 5 shows piled-up cornified spithelinm, Rasementsmembranc shows slight change, Blood 
vessel Walls slightly changed. 

F 16. 6 shows npparent fibroustissue formation which is keratinized epithelium and extends 
‘out over the surfice. 

Pte, 7 ambling dead hair-bulb, ns described by Heryng. 

FIG, Behows broken-down Hbrin and leukocytes piled upon the surface of the hardened epl- 
thelium, Some hyaline degeneration In the subepithelial structure, with # distinet break in the 
minoous membrane 

iG. 9 shows epithelial surface with cornified layer of epithelium ; also areas of degeneration 
in the submtcosn directly benoath the piled-up epithelial layer. ‘The genetic layer of the base- 
mentanembrane fs very thin, and the connective-tssue layer is almost obliterated. 
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NEUROSES OF THE PHARYNX. 
1. Anesthesia. 5. Neuroses of motion. 
a. 


2 
2 rg 
4. Neuralgia of the pharynx, 


Anesthesia.—This is « rare affection, and is characterized 
by an inability to feel the bolus of food, some portions of which 
remain in the pharynx or are drawn into the ngs. 

Etiology. — Anesthesia that is transient and local sh be 
b t about by the ingestion of morphin or the bromids in large 

ity, or by induced local anesthesia. It is usually found as 
consequent to ulceration, in which fibrous-tissue formation has 
obliterated the terminal nerve-filaments, as is seen in the specific 
inflammations and diphtheria ; or it may be the result of progres- 
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CHAPTER XIX. 


DISEASES OF THE LARYNX 


Method of Lat | Examination—Autoscopy ; Inspection of the Por- 
terior Wall of Wl fre Larynx. 
Malformations and Deformities. 
1. Congenital. 
a. Stenosi + 


b Dinan or Pouch (Laryngocele’. 


rtrophies, 

2. Acquired Malformations 
a. Stenosis. 
J. Tubercular. 
2. Syphilitic. 
3. Lupus. 

4, Traumatic, 

Acute Inflammatory Diseases. 

Cough. 


Acute Catarrhal Laryngitis 
Acute Catarrhal Laryngitis in Constitutional Diseases. 
Erysipelas. 

Measles. 

Scarlet Fever. 

Small-pox. 

Typhoid Fever. 

Typhus Fever. 

Influenza. 

. Miasmatic Epiglottis. 

Rheumatism. 

. Purpura Hemorrhagica. 

|. Actite Laryngitis in Children. 

. Laryngiamus Stridulus. 
‘@. Congenital Stridor. 
6. Spasm of the Larynx in Children. 
¢. Spasm of the Larynx in Adults. 
d. Spasmodie Laryngitis, 

Acute Epiglottis 

Traumatic Laryngitis, 
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. Rheumatic Lary is. 
). Edematous La 
‘@, Chronic Edema of the Larynx. 
11. Membranous Laryngitis. 
«. Croupous. 
6. Fibrinoplasti 
12, Hemorrhagic Laryngitis, 
Chondritis and Perichondritis. 
Simple Chronic Inflammations. 
1. Simple Chronic Laryngitis. 
2. Follicular Laryngitis. 
3. Dry Laryngitis, 
4. Cyanotic Laryngitis. 
5. Hyperplastic Laryngitis, 
leroma of the Larynx. 
nemia of the Larynx. 
aes of the Larynx. 
Pemphigus of the Larynx. 
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jirror, can 

ity of inspectin 
the trachea and the beginning of the bronchi 
sufficient to ensure for autoseopy recognition among diagnostic 
resources, 





eavity of the larynx, and which he appropriately calls a ah oe 

Its reflecting surface is directed toward the reflecting 
surface of the ordinary mirror. A small, heart-shaped mirror, 
movable upon its shank and controlled by a screw, is attached to 
the extremity of a laryngeal handle of the ordinary curve. 
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MALFORMATIONS AND DEFORMITIES. ST 


to weigh carefully the reasons for and against operation before 
non-interference has been decided upon. 

Dilatations or Pouches.— le or pouching of the 
lining of the larynx, due to abnormal communications from with- 
out—extremely rare in man, although common in lower animals 
—may be due to congenital malformation and failure of union in 
portions of the thyroid Coat Tt may also form after necrotic 
processes, where portions of the cartilage have sloughed. 

B: 6 ies.—Elevations of normal tissues are oceasion- 
ally observed in the anterior commissure or growing from the 
true vocal cords. These may be congenital or acquired. 
are, in reality, hyperplasias, The cause of these oe 
definitely known. Mouth-breathing due to aden 
hyperemia, with increased nutrition. The irritation of the es 
may be responsible for the actual origin of the growths, Syphilis 
or tuberculosis may also have causal relation to them. The symp- 
toms consist in imperfect phonation, which may be coupled with a 


Fis, 159. —Whistler's cutting dilator. 


metallic cough that is persistent, or there may be associated 
attacks of actual spasm oft the glottis. 

Treatment.—Treatment of these cases should consist in the 
removal of all obstructions to free breathing in the upper air- 
passages. The application of astringents or escharotics is to be 
condemned, and the former should only be resorted to in the event 
of complications preventing surgical interference. Spontaneous 
cure of these outgrowths may result after all souree of irritation 
be removed, though this is exceptionally rare. The performance 
of a preliminary tracheotomy to afford physiological rest to the 
irritated structures might be justifiable in aggravated cases. 
Endolaryngeal ablation should be done with the greatest care, 
with guarded instruments, and under the strictest antiseptic 
directions. 

Acquired Stenosis,—Persistent narrowing of the laryngeal 
Aperture may be due either to trauma or to constitutional causes. 

a. Cicatricial contraction or redundant granulation may pro- 

37 


wths is not 
ids may lead to * 


i 











Fra, 160.—Mackenzie's laryngeal) dilator, 


that is questionably diagnosticated may be confirmed by laryngeal 
examination. 

The prognosis is generally not so grave as for the other con- 
ditions mentioned, as the deposit may undergo a spontaneous but 
gradual atrophy, which may be complicated by a later change of 
condition to actual true tuberculosis. 

‘The severity of the narrowing should determine the treatment. 
The dense, elastic character of the scar-tissue renders intubation 
of little permanent value, and simple dilatation is ineffectual 
unless coupled with cutting or slitting of the web. 
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rasping cough, 
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hacking cough. 3 

Nasal growths and foreign bodies are also exciting factors. The 
same is true of hypertrophy of the turbinate bodies, h i 
and edemas of any of the upper ratory mucous membrane. 

Trauma of the nose, especially where the bones are broken, has 
been frequently noted as an exciting factor, and, even besides pro- 
ducing violent coughing, has produced congestion of the bronchi 
and pulmonary membrane. The so-called “ night-cough* may be 
due to mechanical conditions, or may be brought about by obstrue- 
tion to nasal-breathing and eattnsedh mouth-breathing. 

Laryngeal tumors; paralysis of the vocal cords, complete or _ 
partial ; specific inflammatory lesions, either with new formation or * 
ulceration, are frequently the exciting factors in producing cough. 

That ‘h may be due to pressure from an ancurysm 1s also a 
well-known faet. 

Tn angioneurotic edema in which the bronchial mucosa is in= 
volved, the patient has prolonged and irritating cough. 
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the patient sleeping in the direct line of the current of heat, will 
frequently bring on an acute attack of laryngitis. Irritating 
vapors from gas-tanks or a leaking gas-jet are exciting. 
Dusty air, chemical vapors, as mentioned in the oceuy variety 
of is, are important factors. ‘The inflam condition 
Heaven ly extends to the trachea and bronchial tubes. Continued 
oui habits rarely ever predispose to the disease, as private and 
hospital records show that the majority of cases occur in indi- 
viduals of indoor or sedentary habits. Previous attacks are main- 
tained by some as predisposing to others; but, if the case is care- 
fully investigated, it will be found that this tendency to recur- 
renee is due rither to the individual being “to a con- 
dition similar to, or his systemic condition being the sume as, 
that which brought on the previous attack. Age and sex are not 
important etiological factors, the environments of the individual, 
his habits of life, and his general condition playing by far the most 
important part. The laryngeal catarrh may be merely an aecom- 
paniment of the eruptive fevers, influenza, or hay-fever, or may 
occur along with an asthmatic tendency. Foreign bodies 

about the MeShiee may also bring about laryngeal inflammation. 
The same is true of external pressure from any cause. juentl 
attacks of acute laryngitis may be set up by the application of 
remedial agenta to the pharynx. Several such cases have come 
under my notice, in which the powders or fluids applied directly to 


the pharynx were inspired by the patient, bringing about a severe 


and acute attack of laryngitis. 

Pathology.—The pathology of acute catarrha! inflammation 
of the larynx is identical with that occurring in any portion of the 
mucous membrane in the upper respiratory tract, with the exeep- 
tion that in the larynx the glandular element, is quite deficient and 
the excessive catarrhal exudate is rather the product of inflam- 
mation, while in the other mucons-membrane tracts the excessive 
exudate is the result of hypersecretion plus the inflammatory exu- 
date. There is a vascular engorgement which, owing to the struet- 
ure of the larynx, would be bound to lessen its lumen and produce 
slight impairment of breathing, and in the first stage of the inflam- 
matory process the membrane would be dry, producing « sensation 
of raspiness and discomfort. This is followed by hypersecretion 
and exudation by reason of leakage from the engorged vessels and 
the overflow of mueus from the pent-up gland-seeretion. Owing 
to the desquamation of the epithelial cells and leukocytes the exu- 
date becomes more tenacious and white in color. Unless the 
irritation be kept up, with the relief of the engorgement and the 
restoration of the circulation to normal the symptoms rapidly dis- 
appear, and there is left no structural alteration. However, in 
many cases the exciting or predisposing cause is continued, and 
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their being oms of a more serious Iesion, such as d ria, 
or the eruptive fevers, should always be taken into on. 
—The prognosis is favorable. Many cases will 
recover in a few days with very little if any treatment, al 
in some instances in which the exciting factor persists the 
a aipetent Lx cate Liane jean NTT 
—An acute inflammatory process involving th 
mucous membrane of the larynx is not alw: T picoas oonrisor 
yet, from its location and the tendency to with 
interference to tion, it always demands pimped energetic 
treatment. By the use of the laryngoscope the area of inflamma~ 
tion can be outlined and its lhegreilar nl oes Tf seen early 
and the process is limited, with no threatened edema, 
dial agents should be as will relax peripheral vessels, thereby 
siinisaiog local pressure. For this purpose, 
the ary, i Lae cough, etry should be administered internally 
every hour, for three or four doses, an efferveseing pilocarpin 
tablet containing at grain of the ~ Hot mustard Toot-baths 
should be given, followed by hot drinks, such as hot lemonade, to 
promote diaphoresis. The temperature of the room, maintai 
at from 60° to 70° F., should be rendered to the inflamed 
membrane by lest ra the air with steam. Attention should 
be given to the condition of the intestinal tract, and, al 
there is no existing constipation, a gentle purgative is 
from its general derivative action, No irritating food of any kind 
should be allowed during the course of the disease. This plan of 
treatment in a majority of cases will relieve the congestion and 
rapidly promote resolution. If the tissue surrounding the cords 
be involved in the inflammatory process, inhalation of compound 
tincture of benzoin, a teaspoonful to a half-pint of boiling water, 
- siete If there is fminiedl sebaregh sea seat be aed We 
e benzoin a teaspoonful of paregoric. Equally is the local 
Cg cea by means of spray or nebulizer, of some bland oil, such 
as liquid vaselin or albolene 1 ounce, to which is added from 4 to 
6 drops of oil of sandal-wood and 1 to 3 drops of oil of tar. If 
the inflammatory process be in the early stage, and the patient’s 
occupation demands the constant use of the voice, relief ean be 
given in a few hours by the administration of 5 to 10 drops of 
ilute nitric acid in water, repeated at first every half-hour, then 
every hour, for two or three doses, or a tablet of— 


R. Acidi nitrici diluti, Miij (.18) ; 
Tincture opii deodorati, Mil) (.18) ; 
Cocain phenate, gt. qiy (006) ; 


given every hour for three or four doses, will often give prompt 
relief, from its action on the arterioles and relief of the conges- 
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used ally mild astringents, such aa tannin or alum, 5 to 10 
grains to the ounce of water, in spray. : 

General medication is not usually indicated in acute laryngiti 
although there may be attendant conditions demanding 
attention. For the distressing cough there may be administered 
an anodyne, as codein sulphate in doses ait ron pe eee 
only to the point of relief of the symptom. It must be remem- 
bered that many cases of apparent Inryngeal cough are due to | 
mechanical irritants, and that if the coughing is continued a suffi- | 
cient length of time and is paroxysmal in character, the act itself 
may bring about laryngeal congestion and simulate true disease of | 
the larynx; in such conditions sedatives are indicated. In indi- 
viduals of a rheumatic or gouty tendency an alkali should be given. 
The importance of resting the voice during any laryngeal involve- 
net eae be are and if the vocal bands ae 

involved in the inflamma causing com 

of Croke! absolute rest should be tieleted? tsp : 





ACUTE LARYNGITIS IN CONSTITUTIONAL DISEASES, 
Erysipelas.—The larynx may be involved primarily by ery- 
sipelas, or the disease may extend from its cutaneous site to im- 
plication of that organ, 
Many of the so-called idiopathic eases of facial erysi may 


be explained by a pre-existing faucial involvement. inten- 
sity of the erysipelatous involvement may from a simple 
ii redness with edema, through a phlyctenular type, in which 


vesicles or blebs are found resembling herpes, which, when rupt- 
ured, discharge seram or pus, and have a pelomeennitrs easily 
detachable base, to gangrenous changes of the structures. The 
disease is generally epidemic or endemic; it may begin with a 
chill, followed by fever, vomiting, delirium, and prostration, with 
local throat-symptoms of pain, dyspnea, or odynophagia. The lar- 
ynx early in the affection resembles an acute attack of simple lar- 
yngitia, but the tendency of the affection to extend, the occurrence 
of other cases, the constitutional involvement, lymphatic enlarge- 
ment, together with the bacteriological finding, early distinguish it 
from the simpler form. 

The prognosis should be grave and guarded, as the great 
majority of cuses prove fatal. 

The treatment should be that applied to erysipelas in general, 

lus the relieving of symptoms caused by its special involvement, 

eture of chlorid of iron, quinin and whiskey or brandy should 
be given frequently in large doses. 

Some authors have strongly recommended the local application 
of nitrate of silver, 60 grains to the ounce, at the junction of the 
diseased with the healthy membrane. Antiseptic mouth-washes 















rynx 
evidenced by aphonia of an intermittent character, mucous 
membrane is swollen, shiny, and reddened ; later, white or grayish 
spots may appear, resembling superficial necrosis, Edema, local- 
ized or general, may supervene at any time, requiring and 
energetic interference. Spasm or lysis may It, or an in- 
flamed condition left that may persist indefinitely, resulting in a 
chronic inflammation. 

Miasmatic Epiglottitis.—Under this heading Jacob D. 
Arnold in Burnett's System mentions an acute pee condi- 
tion particularly involving the epiglottis. There is marked edema 
of that structure, causing dyspnea and wef et teat in one 
case reported by him the obstruction to breathii ce 50 great 
that tracheotomy was performed. He believed the condition “due 
to some animal, vegetable, or chemical poison in the exhalations 
of the salt: marshes.” 

Malarial poisoning may evidence itself locally in the larynx by 
producing symptoms resembling croup. Fever occurring at regu- 





glottis. Any acute inflam the 
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Treatment.—The treatment of acute laryngitis in children 
should be begun by the administration of divided doses of calomel 
and bicarbonate of soda, followed by a saline. The air of the room 
in which the patient is confined should be kept moist and soothing 
by generating steam ina kettle or other a Bane Applications 
direct to the larynx are not only difficult but exceedingly danger- 
ons, and should. not be resorted to. Inflammatory involvement 
adjacent structures, such as the pharynx, nasopharynx, or ton- 








ping the tongue 
‘ing traction at intervals of eighteen times 
reason of its reflex action, is one of the simplest an 
to relieve the patient of the spasm. Should the jaws be set, 
almost the same reflex action can be produced by placing the 
fingers under the angle of the jaw and making traction by deep- 


pressure. 
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Pathology.—Impairment of nutrition at the nerve-centers 
controlling the larynx renders them unstable, and impulses, either 
originating there, or referred from a larynx locally di or 
SS ean aes poston a6 ths Boorse to the larynx, 
causing spasmodic closure of the glottis by stimulating the action 
of Gympeome.-—The cil, ually lew than of 

—The child, u ly less than two years: 
is suddenly seized, either waking from sleep or while w 
with an attack of dyspnea, drawing the air in with the greatest 
difficulty and forcing it ont after equally great effort; or, starting 
up in bed from a sound sleep, with an expression of terror in its 
face, ration may be for ten to twenty seconds sivolataly 
impossible; the child becomes cyanotic, the neck becomes tungid, 
¢ eyes converge, spasmodic contractions of the hands or feet may 
occur, or there may be a general convulsive seizure even to opis- 
thotonos, which may terminate fatally, rarely, in the first attack ; 
or, the spasm of the peas relaxing, the symptoms abate, and with 
a loud inspiration the child lies completely exhausted. A series of 
these seizures may take place, separated by minutes, hours, or 
days, and even weeks may elapse before a recurrence. The nutri- 
tion of the child, originally bad, is rendered worse by the loss of 
sleep and the drain on the nervous system. 
sis.—A neoplasm may cause dyspnea that is pro- 
ris in contradistinction to the suddenness of its onset in 
is affection; hoarseness or loss of voice is usually noticed in 
intralaryngeal growths. Fever and symptoms pointing toward 
laryngeal involvement between the attacks indicate laryngitis, 
edema, or general infectious disease. Bilateral abductor paralysis 
is rare in infancy, is more chronic in character, and the attacks of 
GH ed though longer, are not so severe. 
gnosis.—The extent of impairment of the general health 
and the severity and frequeney of recurrence control the outlook, 
which is at best exceedingly grave, 

Treatment.—The treatment of a case of spasm of the larynx 
comprises the controlling of the spasm and attempts to prevent its 
recurrence, 

Daring the actual attack the clothing of the child should be 
loosened, and the windows of the room opened to allow the en- 
trance of fresh air, Place the child in a semi-recumbent position, 
with the feet in a mustard foot-bath at 95° FP. Apply mustard 
plasters to the back of the neck. Dash cold water in the face oF 
apply cold compresses to the head. A ¥ grain of mG PAE with 
Big grain of atropin subcutaneously, Bosworth considers safe. 
Ammonia, chloroform, or nitrate of amyl by inhalation might be 
attempted, though the interference with respiration would seem to 
render these agents useless, Tickling the back of the throat with 
a feather may cause vomiting and relieve the spasm. ‘Traction on 
the tongue may be resorted to, as described under Laryngismus 
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adr ts teladont penises by te es erage 
explai tation i ing 
labored iresthiags ays for te or three days the child 

a hoarse, croupy cough, wi catarrhal secretion ; and, 
where the cold exposure haye been pronounced, the attack 
may be followed by catarrhal pneumonia, 

‘Diagnosis.—1) condition may be—in Pe quite frequently 
is—mistaken for pseudomembranous crow owever, true 
membranous variety begins insidiously, with slight cough, which 
gradually increases in patent? The cough becomes more harsh 
and the respiration more difficult by degrees, and continues by 
day as well as by night; while the spasmodic itis or false 
Sone commences abruptly, may be preceded by slight cough and 
nasal catarrh, yet the onset, in which respiration is ini with, 
is sudden, and papaly. reaches its maximum intensity, It always 
occurs at night. In true croup the cough is harsh and rough from 
the presence of the membrane, portions of which may be coughed 
up; in modie laryngitis the cough is lond, wheezy, and dry, 
and the alteration in the voice is dae only to the interference with 
respiration; in the membranous variety the voice is altered, due 
to the presence of foreign material. Tn true croup the alteration 
in voice is graduul, while in spasmodic laryngitis it is sudden. 
Besides, in the membranous variety careful inspection will usually 
show on the faucial surface evidence of false membrane ; while in 
the odie variety the membrane is not present, with usually 
very little, if any, inflammation in the faucial structure. 

osis.—Under proper treatment the prognosis is favor- 

able, although the fact must not be overlooked that death may 
oceur. The symptoms of unfavorable termination are the con- 
tinued marked dyspnea, which does not respond to proper remedial 
its; stridulous breathing, both inspiratory and expiratory ; the 
lividity of the face and the fingers, due to cyanotic congestion, on 
account of the lack of oxidation and non-aération of the blood ; 
cold, pallid surface and irregular pulse, with tendency to con- 

sions, 

Treatment.—The treatment should be directed, first, to 
relieving the spasmodic action of the laryngeal museles, and, 
secondly, to allaying any laryngeal inflammation. For the first 
there is nothing better than the warm bath, which should be at a 
temperature as warm as can be comfortably borne. The little 
patient should be left in the bath at least ten or fifteen minutes, 
and placed so as to be completely immersed, with the exception of 
the head, allowing the water to extend up to the chin. Sufficient 
ground mustard may be added to the bath to promote surface 
stimulation. With the warm bath should be combined the nse of 
emetics. For very young children the syrup of ipecacuanha in 
doses of 20 to 60 drops, repeated every twenty to thirty minutes 
until vomiting occurs, is one of the best emeties. For children 
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ae ieanys however, an involvement of the pharynx and epiglot- 
tis, with only slight, if any, laryngeal implication. In such cases 
se ih strewn ye lh eer 
3 may canse 1c com- 
hts Ly laryngeal spasm. pai ii 


tion to or vomit, slight difficulty in swallow- 


pressure, 
times there aia) Be slight tenderness oyer the 
hyoid bone, are no constitutional symp- 
toms unless the condition is associated with graver 
lesions elsewhere. 

The treatment eee (ote same as for 
acute laryngitis. Should there be any tendency 
to edema, it may be necessary to puncture or 
scarify the tissue, as directed under Edematous 
He tea as The instrument shown in Fig. 161 
is useful for puncturing the edematous tissue. 


TRAUMATIC LARYNGITIS. 


This variety of inflammation differs very little 
from acute laryngitis, except as to cause and sever- 
ity, the severity lependin, entirely upon the nature 
of the injury, It1sa violent inflammatory process 
of the mucous membrane, not only of the larynx, 
but usually of adjacent structures and of the eon- 
tiguous mucous membranes, When due to forei 

ies or direct wounds the inflammation may 
limited to the laryngeal structure. From inha- 
lation of vapors, from sealds or burns, or from 
corrosive poisons, the inflammatory process not 
only involves the larynx, but also the structures 
above—the fauces, tongue, and especially the ton- 
sils, ‘The last-named variety is most likely to oc- 
cur in quite young children. From scalds, burns, 
or corrosive poisons the inflammation is generally : 
very violent in character, and nearly always fob. Tae lontis neat 
lowed by gangrene. Usually there is marked 
edema at the same time ; in fact, the condition is almost the same as 
edematous laryngitis, though differing in degree, The inflammation 
set up by a foreign body generally subsides on the removal of the 
offending substance; however, the wound may be sufficient to cause 
alarming edema and wide diffusion of the inflammatory process, and 
even after the removal of the forcign body, owing to the respira- 

















RHEUMATIC LARYNGITIS. 


Deglutition is dificult, with irregular i of the voive and 
tbe inveteraaoe it nepention and oxidation of 
blood is manifested by the red face and tendency to cyanosis, 
which comes with the i i 
swelling. There is a constant tendency to clear the throat. The 
patient will have acute attacks of choking, which will be relieved 
after a violent fit of coughing. The inflammation about the 
aryteno-cpiglottic folds about the cords and eraploiss below 
is so it as to render it impossible to inspect the larynx. 

—The localized point of tenderness externally, the 
history of the case, the systemic symptoms, the rather slow prog- 
ress of the affection, will aid in differentiating the condition from « 
ie and eee or pee th a 

gnosis. —The is is general |, the patient dyii 
from suffocation or cael syatonite tnfeetinas a ae 
Treatment.—Early in the lesion cold should be applied 








externally, and the patient allowed to keep small pieces of ice in 
the mouth. The air in the room should be kept moist, and the 
patient’s general condition Srpstied by stimulants. The edema- 
tous structure should be scarified, and as soon as the threatened 
area of perpieaon can be localized, it should be frequently seari- 
fied. If there is evidence of chondritis or porichondritis, an in- 
cision should he made over the localized spot of tenderness, 
However, before resorting to such surgical procedure, trache- 
otomy should be performed, As a rule, intubation is of no avail, 
as the edema and inflammatory swelling extend below the point 
reached by the tube. 


RHEUMATIC LARYNGITIS. 


Synonyms.—Laryngeal rheumatism; Gouty sore throat ; 
Gouty throat; Lithemic laryngitis. 

Acute laryngitis that is due to a rheumatie or gouty diathesis 
differs only from the simple acute laryngitis in that the cause is an 
irritating material within the circulation, locally manifested by 
disturbance in the laryngeal mucous membrane. There is more 
pain than in the simple variety, with yreater tendency to throat~ 
ache. There may be no other signs of rheumatism ; indeed, the 
urinary examination may show deficient elimination instead of 
excess; this, however, is more highly important than an excess, 
as it shows a retention of the products of urea within the circula- 
tion. The pain may be increased on deglutition and external 

ressure. Occasionally in the severe types there may be slight 
laryngeal hemorrhage, owing to the rupture of the congested 
vessels; as a rule, however, there is an associated inflammation 
of the larynx and tonsils, although it may be limited to the laryn- 
geal structure, There is usually marked alteration of the voice, 








the anthor the leukocyte count ran 80,000 and the clinical 
symptoms pointed to pus-formation involving the deep cervieal 
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> 
the expectoration be slight. The patient is more comfort- 
able in the panies sition, with the bed ing slightly for- 
ward. Inspection will show the epiglottis enormously eeciere 


view—and enka the edematous condition will have so altered 
the anatomical relations as to render laryngeal examination of 
little value. Rapid tee examination, together with the unmis~ 
takable symptoms of laryngeal obstruction, is sufficient to deter- 
mine the diagnosis. While the cdematous condition may be sub- 
glottic, as a rule it involves not only the entire intraperyageal 
structure, but also the surrounding tissues. In the chronic variety 
the symptoms are not so alarming; the onset is slower, the altera- 
tion in the voice is more gradual, and the interference with respira~ 
tion less marked and irregular. The condition may last for weeks 
without serious complication, and through the collateral circula- 
tion the tendency to cyanotic congestion may be relieved. If it is 
due to cicatricial contraction or local invelyement, such as is 
observed in tumors, such alarming symptoms may be produced as 
to necessitate tracheotomy. 

‘The diagnosis in acute edema can be easily made by inspection 
and by subjective sym 8. In-chronie edema, by the history of 
the case, with a careful laryngeal examination, the diagnosis can 
be established. 

Prognosis.—In the acute variety the prognosis is favorable 
if prompt treatment is instituted. However, the symptoms may 
be so alarming as to make tracheotomy imperative. here the 
involvement of the structure is extensive and is below the point 
that can be relieved by tracheotomy, the prognosis is bad. 

Treatment.—The treatment should flat be directed toward 
relief of the edema, whether it be due to an acute phlegmonous 
inflammation, passive congestion, irritation from foreign bodies, or 
irritating vapors, and then the curative or the prophylactic treat~ 
ment shonld be addressed to the underlying cause. 

Besides the irritation caused by disease-processes in the struct= 
ures immediately adjacent, it must be remembered that edema of 
the larynx may be caused by cardiac and pulmonary conditions 
producing cyanosis of the mucous membrane; furthermore, renal 
and hepatic lesions, especially the fibrous changes, through their 
action on the heart, may bring about the same condition. In all 
such cases the constitutional treatment should be directed toward 
the offending structure, to prevent, if possible, a recurrent attack. 

For immediate relief of the edema, puncturing or scarifying 
should be done at once; the patient should be given a saline 
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or to edematous enlargement should always be 
‘ind, and tracheotomy well below the seat of infection, 
or intubation if the involvement be high up, should be resorted to 
fy clini ever — Gosriliesbioarin edition Yo panatine tears 
sop eA iat Rrekiteaten las Mpls In 
ly performed ; but it 

ppuration, 


ized and suffocative attacks ocour, tracheotomy should be 
early, before the patient becomes ses The dis- 
tion with bougie and wearing of special cannula are wearisome, 


the early stages se perichondit d  theon sontieopa, We 

of perichondritis due to an hese conditions, ice 
prtareall yt aa pack, and ice to hold yn the mouth until it is 
melted, should be given, Fuiling in this way to promote resolu- 
tion, incision should be made into the involved area, from within 
or without, to aiford proper drainage. Absorbents externally 
should be applied. Any underlying systemie pathological condi- 
tion, as in rheumatism, should be combated by the proper internal 
medication. 


SIMPLE CHRONIC LARYNGITIS. 


Synonym.—Chronic catarrh of the larynx, 

Definition.—A_ chronic inflammatory ae involving the 
superficial or deep structures of the larynx, causing structural 
alteration. The variety usually described as subacute is the begin- 
ning of the chronic inflammatory process, and only differs in that 
the structural alteration is not so marked if the lesion is arrested 
in that stage. It is characterized by hoarseness or loss of voice, 
and may lead to ulceration. 

Etiology.—Simple chronic laryngitis may be associated with 
or a result of repeated attacks of catarrhal inflammation of the 
mucous membrane, either of the larynx or of the continuous struet~ 
ures above. When associated with inflammatory lesions of the 
upper respiratory tract, the existing inflammation in the larynx 
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a any case is an peste 
orale! Laryngitis —The general condition and history of 
the patient are of great importance. The existence of associated 
tubercular lesions, especially of the Tung, should be carefully 
sculblshin and examination of the sputum will go far toward 
hing « diagnosis, The temperature of tubercular eve 
gitis is seve to follow ine Eecerel ire of pee There is also 
an ii larity in pulse, with night-sweats and a constant in 
the Rares, peehil on erllawiig: This last fact is not aap in 
io laryn, idee Tn tubercular laryngitis the mucous membrane 
und shaggy in appearance, especially if ulceration has 
ae in, n the pre-ulcerative stage there exists « catarrhal con- 





should be applied directly to the 
For this purpose a solution of sulp 
ver, 5 to 10 grains to the ounce, oF, 
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zinc may be employed, and intralaryngeal applications made, When 
applied Naa pnp ize, Care be taken that no 
excess of the solution be w: as the pressure employed in the 
application may cause the solution to run over Heal i esas aes 
and down into the trachea, ually good results will be obtained 
by the application, by means of a spray, of a 3 per cent, solution 
of alumnol ; thon a comparatively new drug, I have found it 





Fic, 162. —Ingal’s laryngeal speculum. 


highly beneficial in such conditions. ‘The employment of astrin- 
gents is often overdone, and applications should not be made 
oftener than every other day. 

Besides the correction of any nasal irregularities, attention must 
be given to the individual's personal habits as regards the use of 
tobacco and alcohol. As climate and occupation may have to do 
with the case as etiological factors, temporary or possibly perma- 
nent change from such exposure should be insisted upon. It must 
be remembered that the condition may be dependent upon or 
aggravated by gastro-intestinal, hepatic, and even renal lesions. 
Tn such cases treatment should be directed toward the offending 
organ. If the general health is at: fault, constitutional treatment 
should be instituted. Of the therapeutic agents administered for 
the direct effect on the mucous membrane, if the secretions are 
profuse, yet tenacious, benzow f sodium, three or four times dail 
in 5-grain doses, is highly beneficial, An admirable drug for this 
stage is hydrastin in 1- to 5-grain or the fluid extract in 5- to 30- 
drop doses, three or four times daily, or the compound mistura 
hydrastis (Llewellyn’s) in teaspoonful doses in plenty of water after 
meals. If the secretions are scanty and there is a tendency to 
dryness of the membrane, iodin gr. 4, phosphorus gr. },;, bromin 
gr. 4, in sherry wine (compound wine of iodin), with plenty of 
water three times daily is useful. 
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DRY LARYNGITIS. + 
Synonyms.—Laryngitis sicca; Atrophic laryngitis; Ozena 
Definition.—This is a condition of the larynx in which the 

secretion and exudation from the mucous membrane tend to lodge 
Btiolowy a ne dry | itis usual: along 
— or ngitis occurs 
with a similar condition of the pkaraard possibly of the naso~ 
and anterior nares; in other words, a condition, either 
or systemic, which would bring about a similar condition in 
the structure above, is responsible for the laryngeal lesion. How- 
ever, the lesion in the larynx does not occur so often as in the 
structures above. This may be explained by the fact that the 
ly is different and that larynx is better protected 
from irritating foreign material. The fact that the process involves 
‘the anterior nares, nasopharynx, pharynx, and larynx, one after 
the other, by no means proves that it spreads by continuity of tis~ 
sue. In the majority of cases in which the spreading follows in 
the order given above, it can be Se aoe from a circulatory or 
nutritive standpoint, or from a standpoint of external irritation, in 
which the change in the mucous-membrane structure nearest the 
orifice permits the irritating material to be carried farther and 




















8 
the same intrinsic and extrinsie muscles are brought 
phy and the vocal kept practically in the ition. 
is especially true in certain more co 'y in the 
medium or upper medium register. ile the condition is most 
to occur in singers or persons who constantly use the voice, 
yet causal factors are by no means thus limited. It is not neces- 
sarily due to improper or extreme use of the cords, but may be the 
esa of usin; the voice when the surrounding tissue of the cords 
is m direct or associated laryngeal inflammation, or 
from the forcible or sudden use of the voice when the parts are 
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of the larynx usually occurs secondarily to pulmonary tubereu- 
losis, although primary involvement may occur. The treatment 
in either case is the same, although the eee in the pri- 
mary condition is more favorable than when the disease is de- 
ethic upon pulmonary lesion, Much can be done by local 
treatment to retard the progress of the disease, and possibly in 
some cases a cure may be effected. As a rule, the condition 
when presented for treatment has advanced to ulceration. Re- 
peated and thorough cleansing of the part should be instituted 
at onee, This can best be accomplished by spraying the parts 
with hydrogen peroxid (15 volume), followed by an alkaline anti- 
septic solution, such as biborate bicarbonate of sodium, of each 
10 grains to the ounce of aqueous extract of hamamelis and dis- 
tilled water, in equal parts. For this purpose the syringe shown 
in Fig. 167 is useful. After cleansing and drying, the ulcerated 


j—————— 
Oe 
Fig, 167_—Deunie's antiseptic syringe with laryngeal and antent attachment. 
surface should be carefully touched with dilute nitrie or hydro- 


chlorie acid. The frequency of such applications must be left to 
the judgment of the physician, based on his knowledge of the 


Fra. 168—MacCoy’s flexible acid-applicator. 


ease ; but, asa rule, once daily is sufficient. Lactic acid is highly 

recommended, but I do not find it any better than the dilate 

hydrochloric acid, Tor intralaryngeal applications of acid solu- 

tions the instrument shown in 168 answers admirably. I 
42 





15 to 40 drops of the soli 


in plenty of watery may. be nsed.” 
fic in the Greont ball Ge tg 
ing gargles or sprays should be 
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growths, iti icarious 
nancy, may bear causal relation to the condition. In some instances 
it may occur while the patient is apparently in good health. Slight 
erosion, due to trauma or ng, vomiting, straining, violent 
exercise, or other conditions which cause superficial congestion, 
may also lead to laryngeal hemorrhage. 

Symptoms.—lIf the escape of blood be confined to the sub- 
mucous tissues, the symptoms may consist of irritation in the 
larynx, with tendeney to ‘h, change in the voice, and difficulty 
in breathing, if the tumor be large, enough to encroach on the 
Inmen of the larynx. The escape of blood with slight, effort by 
the patient, appearing in small streaks or masses unmixed wi 
saliva or mucus, or, when small in amount, lodging in the larynx 
and becoming clotted, and being subsequently le as small, 
dark-colored masses, continuing for some days without great vari- 
ation in amount, constitutes the symptomatology of this condition. 

Diagnosis.—Differentiation between hemorrhage of the lungs 
and this condition is made res, by laryngoscopie examination, 
by examination of the lungs, and by the fact that in pulmonary 
hemorrhages the blood is usually cheecaptle mixed with mucus, 
the latter not being the case in bleeding from the anki As 
hemorrhage from the nasopharynx or nose may trickle down into 

larynx, examination of the postnagal spaces should also be 
made in substantiating the diagnosis. 

Prognosis.—The danger to life is not marked, as fatal cases 
of laryngeal nasi, 2 are exceedingly rare. 

Treatment.—If the hemorrhage is concealed, as in the form 
of a hematoma, and encroaches upon the lumen of the larynx, givii 
rise to symptoms of interference with respiration, the tumor id 
be incised and the clot turned out. In open hemorrhage the flow 
of blood is pencrally controlled by spraying with 3 to 10 per 
cent. alumnol solution, together with the internal administration 
of ergotin in 1-grain doses every two hours for three or four doses, 
then three times daily ; or the administration of chlorid of calcium 
in 5-grain doses, diluted with a half-glass of water or milk, three 
or four times a day, may be beneficial, though not always reliable. 
The voice should be kept at rest, exercise avoided, bland and 
unirritating food ordered, condiments and highly seasoned food or 
drink forbidden, small pieces of ice held in the mouth, or cold 
applied in this form externally to the neck. If the cough be 
troublesome and annoying, codein should be administered in 

in doses every hour, until effect is produced. Any systemic 
faa should be carefully sought for and corrected. 








anesthesia, 
elevating the epiglottis by means of the spatula, a fai 
Pre tioerection. 0 the larynx can be made without the aid of any 
tu 
The bronchoscope, then, is a valuable addition to the armamen- 
tarium necessary for the treatment of diseases of the w Tespir- 
atory tract, and the profession owes much to Professor Killian, of 
Freiburg, and Chevalier Jackson, of Pittsburg, for their labors in 
this line and for the perfection of such excellent instruments. 
The methods advanced by them and the instruments devised and 
recommended by them are certainly the most satisfactory. 
To be sure, the technic requires a skilful and practised 
hand, but can be acquired by any one with persistent practice. 
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The instruments certainly should first be used on the manikin or 
cadaver, so as to familiarize the observer with not only the 
handling of the instrument, but also to familiarize himself with 
the appearance of these structures, both normal and abnormal. 
Instruments.—The instruments for removal will depend 
entirely on the nature, position, shape, and size of the foreign 





FAG. 173.—Chevalier Jackson's bronchescope with slanting end to facilitate introdnetion. 


body, whether it is imbedded or not imbedded, whether it is a 
recent accident or 4 chronic case. The instruments necessary, as 





¥s0. 174.—Double bronchoscopic hattery, one cond being foe the separable speculum ani 
the other for the bronchascope. 
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ticular structure it is applied, if the operator fails to locate the 
foreign body, he certainly can do no harm to the patient. 

The sterilization of instruments and the general clinical pro- 
cedure does not differ from other operations. 

Various methods have been su, |, but the principles in- 
volved in the methods given by Killian and Jackson are the essen- 
tial ones, Chevalier Wiksaci ‘s' method is as follows: 


TECHNIC OF LARYNGO-BRONCHOSCOPY, ESOPHAGOSCOPY, 
AND DIRECT LARYNGOSCOPY. 

“Superior Bronchoscopy.—The patient is placed in a 
dorsal position upon an operating table having a dropping head- 
board and chloroform is given. When deeply anesthetized, the 
head is held in the air by an assistant, the head-board being 





Fig, 75—Separable speculum for passing bronchosoopes, The detachable handle 
(A.B) ls noeded Yor locally anesthetized patients fn the sitting position or when the spec- 
vium is held by an assistant. 


dropped. The extension of the head should be entirely at the 
occipito-atlantal joint and not at the intervertebral cervical artic- 
ulations. The iiluminated slide speculum is introduced with the 
left hand, the extremity of the speculum being passed in the 
median line along the center of the dorsum of the tongue until 
the epiglottis comes into view. The tip of the instrument is 
ed posteriorly to the epiglottis for the distance of about 1 em. 
pene the tip, The end of the instrument is then given a stron, 
lifting motion, by which the epiglotti: lifted strongly and wit 
it the base of the tongue a the tissues in the region of the 





'Tam indebted to Chevalier Jackson for kindly furnishing me with this copy 
of his exuct technic. 
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BRONCHOSCOPY, 669 
cannot reach the cricoid cartilage and the lifting is done on the 
hyoid bone. This lifting opens up the mouth of the esophagus 
and the esophagoscope is guided into the esophagus, It is very 









Fic. 179.—Position of assistants, nurses, 


1G. perators, and patients during the introduc 
om ‘the esophagoscope, Second assistant should sit on a stool Instead of kneeling on 
ie oor, 


important to bear in mind the general direction of the esophagus 
by watching the neck and face of the patient. Once the tube- 
mouth enters the mouth of the esophagus, the obturator is 
remoyed and the esophagoscope is passed by sight, being careful 





Fic. 180—Diagram showing occlusion of the trachea by faulty direction of the esoph- 
agoseope. 


to follow the esophageal axis, otherwise the accident shown in 
Fig, 180 may occur. 

“Direct laryngoscopy is the first step of the procedure 
known as superior bronchoscopy. When the speculum is in this 
position (A, Fig. 181), the larynx and upper orifice of the esoph- 
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Schema illustrating upper trachcobronchoscopy (Che: 
Jum in position: B, passed through pec 
culuin removed; D, rculumn removed, leaving brouchescope in 
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FOREIGN BODIES IN THE LARYNX. 


‘The entrance of foreign bodies into the larynx pele rea 
below ig an accident, as piaulaystiacied ith the gravest: 
Lend tatg’ may enter nd the the acts i oF shay ing ing, swal 
, or speaking, and the severi ie ptoms 
toa ae extent pos thele size, strates tod losatiou: 
bodies which may find Irlgement in the air-passages may 
he divided into fluid and solid. The fluids comprise articles of 
liquid food, the contents of abscesses in the tonsillar or retro- 
pharyngeal’ region, blood that may enter the larynx during sur- 
gical operations, and vomited matter. Abnormal or diseased 
conditions of the throat or larynx, causing anesthesia, fistulous 
specings between the respiratory and alimentary tracts, stricture 
he esophagus, causing regurgitation of food, act as predispos— 
The var rs toward entrance into the larynx of extraneous matter. 
variety of solid bodies may be divided into animate and 
and vary so much in size, consistency, and shape that 
it would be impossible to give a complete enumeration of them, 
Children occasionally fall asleep with various substances in their 
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Peet bee pee reeeert intone i, the anatomical structure of 
jd be borne in mind; and it should be remem- 
bered that more often the substance will find in the 


body may be loe: by the use of the tongue-<d r alone, if 
it be situated high up in the larynx or inthe largophary. 
Failing in this, the ypical mirror may eae ed, 
although an examination of such a character is exceedingly diffi- 
cult at any time, either during the acute attack, because of the 
canes of increasing the Syetets or durii testis becuse of 

ypersensitiveness usually existing. pating may 
locate a body in the larynx when the examination with the taix 
ror is impossible. The differential dings between pulmonary 
phthisis and foreign body of lon ing in one of the bronchi 
is ae matter of peaneeabay gee ty. The one-sided nein 
which reeurs, m lent expectoration tinged, perl 
with blood, and the inability to discover the tubercle bacillus in 
the sputum may be of aid. 

Prognosis.—The outlook in all cases of foreign body in the 
larynx, irrespective of poelon or regardless of removal, should 
be exceedingly grave. Expulsion of the body by the effecta of 
nature may oceur at once or at any time subsequent, as cases where 
it has remained in position from one day to sixty years have been 

rted in which unaided expulsion of the reed has occurred. 
should be made, however, to extract the body at the earliest 
possible ppportamitys as there is no doubt but that, even if opera- 
tive interference is at length imperative, the danger to life is not 
proportionately increased. 
timent.—After the acuteness of the spasm of choking 
has subsided, effort should be made, by the methods given, to 
ascertain the positon and character of the offending body. If, 
however, the dyspnea does not abate and seems to threaten life, 
operative interference should be instituted at once, The admin- 
istration of sternutatorics und emetics should be ayoided. No 
attempt should be made in the great majority of cases at volun- 
tary efforts at expulsion by the patient, especially if the body is 
irregularly shaped, sharp, or angular, as there would be danger of 
further embedding it in the structure, The patient should be 
inverted or Biased on his back on a table, with the shoulders 
drawn to the edge, so that the head hangs over it; in this way 
43 
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in a very young child, which came under my observation, the 
dyspnea was quite marked and on several occasions after coughing 
the little patient was markedly cyanosed. 

The hernia-like protrusion cannot be replaced with any likeli- 
hood of its remaining in position. Astringent applications of 
chromic acid may have some effect in reducing the size of the ever- 
sion. rie es of {he prolapsed tissue with the snare or cutting 
forceps (Fig. 63), either through the natural passages or following 
thyrtomy, bas es successfully effected. 
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VOICE. iT 
rere a eeree coh Ray a use ae reaver aiiesty 


consequently, different voice. different climatic 
various countries also affect the mucous membrane of the upper 
i tract, and in return influence voice production, espe~ 
cally quality, pt an tne, 
‘he range of sound of the human voice is from two and a half 
to three octaves ; less in most voices, more in some rare instances, 
‘The extreme limit of the human voice is said to be F, which has 


ah A second. 

modification of pitch is chiefly effected by p i 
yariation in tension of membranous bands, variation in sl of 
eat, and the muscular structure of the larynx. This is 
supplemented by variations in position and shape of the walls of 
the larynx, windpipe, pharynx, mouth, and accessory cavities. 
The force of the current of air will likewise affect the pitch to 
a certain extent. When the ngeal muscles, extrinsic and in« 
trinsic, stretch the vocal cords, increasing their tension, the pitch 
ascends; and when the museles are relaxed so that tension is 
diminished, the pitch falls. 

The physical laws that preside over the production of the 
human voice do not differ in any particular from the physical laws 
governing the production of sound from any other source. With- 
out hearing, however, there is no sound. 

Sounds, vocal and otherwise, differ in three important charac~ 
teristics : Intensity, pitch, and quality. 

Intensity of tone is due to the extent of the vibration to and 
fro, consequently to the size of the sound-waves or undulations 
in the atmosphere, and is controlled by objective and subjective 
hearing or sound perception. Now, bodies vibrating in larger ex- 
cursion to and fro from their point of rest set larger masses of air 
in motion than when that excursion is more limited, and the 

ter the extent to which the disturbance in the air reach 

¢ louder the sound. If we pull lightly upon the cord of 
a piano, it will vibrate but a short distance to and fro, and the 
sound will be feeble, but if we pull it more forcibly it will move 
over a greater space and the sound will be louder because a 
greater mass of air is set in motion and larger waves of sound 
are generated in consequence. The same thing takes place in the 
human voice. If the vocal cords are onl i moderately tense, they 
can move over a larger extent of space than when they are held 
more tense. Hence, the sound is louder and the sound-waves 
being larger, they are felt in certain portions of the scale as they 
strike the walls of the wind-pipe, bronchial tubes, and air-cells of 
the lungs and resonator, producing that peculiar vibration of the 
chest-walls which has given rise to the denomination of chest-tones 
in the lower portion of the vocal register. The intensity of the 
voice depends upon the force of impact of the escaping current of 





pass in the hig! 
low; and m rand is a 80) 
tive condition. diversity is « 





he netbataren ke Ay saan (pane eel | 
i Dy tieisiane cavities ; 

, the chest, trachea, larynx, pharynx, nose accessory 
sinuses, mouth, and tongue, known as resonations of the voice. 
The strength of the voice depends upon the force of the eur 


Yoice is similar in both sexes; as adolescence approac there is 


The voice is produced by the air contained in the lungs pass- 
ing through the larynx, and thereby inducing sounding vibra- 
tions of the vocal cords, supported by a central impulse. 

The foree of the voice depends on the condition of the organs 
of respiration, the chest, lungs, and larynx, but its metal de- 

ls on the condition of the mucous membrane that covers the 

‘nx as well as all air-passages. 

The timbre (the real tone quality) is the peculiar, variable char- 
acter which everything that is spoken or sung, every tone regis- 
ter, every tone, apart from its intensity, can assume as soon as the 
sound uced in the larynx has entered into the pharynx. 

uen states that “up to a certain degree the production of 
every tone requires tension and closure of the vocal cords, and 
if but one of the muscles be utterly disabled, no perfect tone pro- 
duction whatever is ible.” 

Guttman correctly states that “man can produce different 
kinds of tone, according to the way he allows the air to pass 
from his lungs, by more or less stretehed vocal cords.” 

While there is a conscious or unconscious mental impulse 
which starts the current which controls the intrinsic and extrinsic 
muscles of the larynx and sets in motion all the mechanism of 
tone and voice production, this implies a cerebral eenter; yet, 
curiously enough, in certain diseases of the brain the yoice is un- 
altered. In some forms of insanity the voice is still melodious, 
and the individual can sing and has not in any way lost the musi- 
eal qualities or expression of his voice, neither has he lost the art 
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uphold diffrent’ methods proves the cist 













in 
pparatus do e: music 
must differentiate the condition, as one will require a method and 
the other merely execution. 
Volume, tone, and timbre are controlled by the size of the 
Jungs, the larynx, and the resonance tube. Their loss, then, may 
It from (1) disease of the lungs, bronchi, or trachea ; (2) the 
larynx, with its innervation, not only local lesions, but lesions 
elsewhere ; (3) diseases of the pharynx and tonsils ; (+) diseases of 
the nose, including septum and antram. 
Each voice has its individuality ; in fact our voice ead 
of our individuality. Tone production, timbre, or quality re 
sonance together with execution do not repeat themselves in the 
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and, as far as th Pade : 

as concerned, 

from “Old Hundred ;”” e = | 
I he detected 


speaking is concerned ; I say musical, meaning 
tone; yet such individuals cannot sing, and their ear 
not tell them whether they are in cord or diseord. If, how- 
ever, they are attempting to sing with others their ear will tell 
them if the voices do not ee cannot control it, as 
their ear does not seem to indicate to that fineness or distine- 
tion of tone which permits of harmony. 
‘The alteration in the individual’s voice where the hearing has 
become defective is so marked as to become almost characteristi 
although there are exceptions to this. I have seen a number 
cases in which the patient was so deaf that he could not hear con- 
-versation even in the very loudest tones, yet there was ically 
no alteration in the voice, but this is, indeed, the exception. 

The deaf and dumb may be taught to speak, yet the voice pro- 
duced is unnatural and not altogether pleasing. The hearing, 
then, associated with the voice acts as a regulator ; defective hear- 
ing may mean altered voice, 

Tt often falls to the lot of the laryngologist to examine the 
throats of singers or would-be singers, and many times the instruc- 
tor of music, having used all his methods and means to train a 




















ACOUSTICS. 


ual’s voice to himself, is exactly what his ear tells him it is, and if 1 
there is any loss of harmony between these two, then he will have 
defective voice, yet in response to all the tests of hearing he shows 
normal reaction. 


A few days in training a young man, whose voice had not 
Siaped epee nud Aaally by thts of tear helee sehea e 
had worked him toa perl natural tone, and after having 


ological alterations of the structures of the nasop! 

whether due to local or systemic changes, will produce sul ec 
tive and objective alterations in the sound-perceiving « tus. 
‘The objective one can be determined by tests, while sibjective 
ones can only be described by the individual. The tinnitus asso- 
ciated with any such alteration, no matter what form it may 
assume, is heard only by the individual, except in rare pulsating 
cases, and it cannot be detected by the observer, although fre- 

uently subjective sounds are so intense that the individual 
thus afflicted can scarcely realize that the sounds cannot be heard 
by the observer. 

The involvement of the apparatus of subjective sound-; 
tion, sie of the inner portion of the orifice of 
Eustachian tube, will give to the patient the sensation of 
altered voice, common in si . To the audience their voice is 
in perfect form, while to their own ear the voice sounds muffled ; 
in other words, the subjective perception is interfered with, while 
the voice is in perfect form. At the same time, this individual 
may not show any defective objective sound- tion. In objec- 
tive sound-perception the external ear is the collector of sound, 
while the drum-membrane and ossicles of the middle ear are the 
transmitters of sound ; in subjective hearing this condition is par- 
tially reversed, the Eustachian tube partially taking the place of 
the external car. 

Sound is what we hear; our perception of sound depends 
upon whether it is subjective or objective, and our description of 
sound will depend upon the condition, subjective and objective, of 
our sound-pereeiving apparatus, The deaf-mute has no conception 
of perception of either subjective or objective sounds. 

dice is sound; speech is voice in action; the impression made 
by voice and speech will depend entirely upon the condition of the 
sound-pereeiving apparatus; to the individual himself it will be 
both subjective and objective, but to the listener it will be entirely 
objective. The impression given to either speaker or hearer 
will depend upon the acoustics of the mouth and the condition of 
the subjective and objective hearing of the individual. 
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and of the patient should be placed over the 
and larynx of the operator, in order to combine the sense 
with “that of hearing, and at the same time a mirror may 
to enable the patient to see the movements of the lips and 
jaw, also associated objects with the conversation. These 
lures help to hold the attention of the child and to arouse in- 
terest in the work. An attempt is then made to have him 
duce the sound as he perceives it through the channels of hearing, 
touch, and sight. It is not a difficult matter to teach even total 
deaf children to speak and to understand speech through the 
senses of touch and sight, but the voice is always harsh and dis- 
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ate of self-consciousness is essential to good speaking. 
‘This is illustrated in the sensitive individual, yee bares 
Be ee nen” Jn clr Cement 
rium is disturbed by his self-consei ares 

Self-consciousness in spealin, eek See Jacl 
a confidence in speaking. The retiring individual may be a 
at the ouiteot of public speaking, but as soon as 
fei nak subject overcomes self-consciousness the 
nets once tages! This self-consciousness is a mental 
process it about by environment, 
The ae of thought and ideas sirenien ve medium of 
is entirely different from the transmission of the same 
bd and ideas through written Janguage. In written lan- 
guage the expression of the individual, bis Soa Freq the 
of the speaker, his mannerisms, ete, are lost. 
the imy ns conveyed by the above mean more to the 
than the actual words used.” This is illustrated by Trentog fo an 
address and afterward reading the same address in print. 
‘The organs of speech are first illustrated in newborn by 
the cae of the child, showing the production of sound, but not 
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n,” can be given distinctly when the 
Soa eg meen nee eierecisient ar 
¢ formation 0: resonating tube, \ 
controls and modulates the voice, 
ly vocal elements of s eae as th 


consonant sounds, only | 
jent. The 





ties of the Mouth) that renders these sounds ly recogniz~ 
able. In the consonants, however, not only is articulation, but 
also the resonance, interfered with. 

Tn purely consonant sounds the tongue is at essential and con- 
spicuous factor. Tt is essential in the so-called placing of the tone, 
controlling the size and shape of the cavity by the rapid place- 
ment of the tongue (see Acoustics) in forming these sounds, 
Makuen, in his article in regard to the relation of the palate 
and tongue to h, says: “ Tt should be borne in mind that the 
consonant sounds are made by impeding the moving column of 
breath at certain points above the larynx, and the points at which 
the impediment takes place have been called the ecniponet 
These been divided into the anterior, the middle, and the pos- 
terior stop positions. The anterior one is formed by the lips (in 
the articulation of the so-called labial sounds, p, b,m, wh, w), 
the lower lip and the teeth (in the articulation of the labiodentals, 
f, v), and by the tip of the tongue and the teeth (in the articula- 
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ters, or the lack a pags and willingness to co-ordinate the 
powers, are certainly factors. 
Dete poet 


may arise from either subjective or objective 


causes, 

OF the first, those things that exist within the child’s own 
organism, as (1) a defective hearing apparatus, (2) a defective 
speech apparatus, and (3) « defective psychic apparatus. 

The EPiective causes would include all tines causes which 
would arise from the child’s environment, as (1) bad hygiene, 
(2) atmosphere of excitement, impairing the nervous organization, 








The so-called heredity probably may be explained bape SS 
ciation of the younger generation with the older, in which any de- 
fect exists, this being more one of imitation and en . 
Spec elt hei etry wired faculty,—a faculty 
| itsel in, ly an i 
which, though Saérralcet normal, is nat present at birth, but 1s 
nired from the first to the third year—yet it eannot be in) 
EWM: lustead of inhertiod’ tendlongs dee Wuherted Cavitage c 
ments which may act as an etiological factor in causing speech , 


In anothor variety of stuttering not frequently seen (but it has Vv 

heen my privilege to observe one or two such eases), the stutterin, 

was inarticulate and the patient went through a series of facial 
mnastics and breath-puffs without any sound whatever, and 

nally sueceeded in producing a tone which in itself was peer 

natural; but the entire process of spasmodic stuttering 

place before the tone production. 
























d ms n There i ren eer 
_feeble-minded may be not mentally up to par, simply from a 
of brain development or brain structure, while the 
upid child may uppear so merely because of some pa con= 
jon or some ek I dessiatielon eee bh in 
which condition he eannot suecessfully with children of 
his own age and size. He is, consi dumb and led 
to believe that he is dumb and a wrong mental impression given. 
However, in either of these conditions there is no question that 
first there should be the removal of mechanical cause in the 
steps of involvement of the structures due to pathologieal 
after this, in either case, training will doa ety d 
the relief of the defect ; so that in the so-called feeble-minded, be 
siete of constant, persistent, kindly training, the cells, even 
ent in number, can be made to do more work, and mentally 
the child can be developed, In the other condition, in which the 
mental hebetude is merely a passing one, dependent on some local 
pathological lesion, the development will be much more rapid and 
results can be more easily obtained after the removal of the cause. 
Tt must not be forgotten that defective speech may be a mental 
sign of feeble-mindednoss, It may also be a physical sign of fecble- 
mindedness. At the same time, the defect of speech is not neces- 
sarily any sign of feeble-mindedness. To be sure, it may be 
Eacilated. with it, but you may also have defects of speech asso- 
ciated with diseases of the spinal cord, lesions involving the mus- 
cular apparatus, diseases causing pressure on the nerve supply to 
larynx, or involving in any way the mechanism of articu 





in other words, 
one formed the indiv 








of life, 


Beas 
it is always faulty, and the correction of this fa a 
the first step in the treatment. 
“He must be taught to use the inspi muscles and the 
piratory muscles independently, and to combine their PEE, 
so that he may Aes to hese lied and at the same time 
use just enough and no more than enough to make and sustain the 
Saale basic element of speech.” f 
pcing and vocal exercises, therefore, should be given, and i 
should be practised for a time. As Wyllie points out in } 
his book on “ Disorders of Speech,” it is the vocal element that isat ‘ 
fault in the majority of stammerers. The voice is not fortheom- 
ing at the instant that it is required for articulation into speech. 
is illustration of the violin is very apt. The bow hand corres- 
pons to the vocal mechanism and the string fingers to the articn- 
ting mechanism. If the bow hand should cease to move no 
amount of pressing with the string fingers would produce tone, 
When, however, ie vocal mechanism wavers or ceases to operate, 
the stammerer tries to make up for the deficieney by forcing the 
articulating mechanism, and there is an overflow of nervous 
energy to the parts, accompanied by the characteristic grimaces and 
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should be followed, with special attention paid to the particular 
defect, whatever it may be. 

The calling. of the stammerer’s attention to his breathing 
and compelling or requesting him to speak only while in the act 
of exhalation will often be sufficient attraction to divert his mind 
and attention, resulting in the cure of his stammering. 











angLinder the Reading of paresthesia of the Irn ate —— 
wer king, heat ing: he feeling at ols sh ma f 


of oven body, me plained be ror lutions 
a , it can exp! one 50 bY 
Either that a foreign ven rise to 
change in the structure about the ts of 





those transmitted during its actual . Again, pal a 
changes in the throat, such as palerecier the faueial tonsil, — 
| cheesy concretions in the of the tonsil, elon: 
eclionies ei clare nn the base (ae : 
enlargement e lingual, pharyngeal, or laryngeal tonsil, neo- 
lasms, or foreign body, ma give rise to the same set of impulses. 
br lastly, some affection more or less remote may reflexly act in | 
the same manner. It is presupposed that careful search for a 
ign body in the larynx or its adnexa has eliminated such a 
ility. In anemia, hypochondriasis, hysteria, and phthisis 
careful search of the throat and Las should be made for abnor- 
mality or actual disease before a purely nervous origin is attri 
to the condition. Especially if the hee | mucosa he anemic 
should the lungs be carefully examined for the possibility of an 
ipeiaene phthisical involvement. 
he patient may become so fearful of cancerous or other 
malignant inyolvement, because of the pain, especially if increased 
on breathing or swallowing, that the refraining from these fune- 
tions or partial control of bem to obviate the pain may endan, 
his life. Tn such cases strong moral suasion should be brought to 





powers occur as 
lenly and mysteriously as their disaj rance, only to be Jost again 
at paces varying with cach individual ease. 










diagnosis of the affection rests on the general nervous | 
aspect of the case and laryngeal image, which reveals an ap) 
ently healthy condition of the laryngeal mucosa, an absence of in- 
trinsic growth, and perfect ordering of the nervous Nacyuness 
mechanism, except that on aitecapted phonation both vocal cords 
are seen to begin to approach the median line, but fail at a point 
short of approximation. Having fora moment been almost aj 
i the controlling power being lost, they immediately 


proximated 
resume the partially approximated position, The character of 


42x 








‘repeating 
the pitch each time as the 

have them continue in the same tor 
you, and he will suddenly realize that he is 
{ have never known this oe to fail pie Aa ce 

0 qy ia. The attention i patient is di to 
rier hn to the x and he does not realize that 

the sound is really being produced in the latter organ. 

The treatment of the case should never rest on the hypothe 
sis that the loss of voice is under the control of the ent and 
ils iy ‘ible exciting , such 
nerative tract, should be remedied. Any co- 
of the adjacent respiratory tract should be 
influence, if suspected, should receive its 
treatment. The general health should be looked after and 
tonies or bloud-making drugs administered. Gain the confidence 
of the patient and suggest the return of function after a certain 
period of medication, general or local. Hypnotism has been em- 
ployed with brilliant results. Mental shock, such as might be 
produced by preparation for surgical interference, may effect 
return of the voice. Electricity has been used to advantage, 
























‘The lan ree hen attempts to _ 
Sal , when | eak are. s nor 
pads ceaprosmane ae cmon they pr 

spasm so severe that one cord may overlap the other. 
‘The movements of the laryngeal muscles during respiration differ 


in no way from health. 
The affection is chronic and the treatment may occasionally 
have little effect on its course. Any abnormality or disease of the 
i tract or elsewhere that may reflexly or otherwise cause 
ition should be remedied. Healthful exercise, proper 
cold sponge or shower, and a nutritions diet should 
prescribed. Such general tonics as iron, quinin, cod-liver 
oil, or the hypophosphites rey be ordered. Rest of the voice 
should be upon, and the constant eurrent applied every 
other day until effect is produced. The bromids internally, and 
such antispasmodic or anesthetic local applications by inhalation 
cocain, menthol, or infusion of 
vantage. ; 
















or spray as infusion of poppi 
hyoseyamus, may be taal to 


LARYNGEAL VERTIGO. 


Sy omeat.—-Upaaiodis laryngeal occlusion, 
ithout premonition, except a slight cough set up by a Heltar 
of tickling in the larynx, a person apparently enjoyin; good heal 
may be suddenly seized with giddiness, blurring of vision, 


eben inten 








: in the majority of 

the duration of the retin tenn ontatieet 

dip ‘itic involvement usually lasts from one to three 

months, while recovery of the voice may be delayed for a year if 
the loss was due to section of the nerve, 

Treatment.—Mild cases will usually recover in time if 

to themselves, but judicious treatment, such as mild counterirrita- 

ion by iodin, or a mustard plaster, or wet compresses, will hasten 

the desired end. In the severer cases food may have to be given 

the stomach tube, on account of the danger of its entrance 

into the trachea owing to the anesthetic larynx. Strychnin in fall 

friction, massage, and the galvanic or faradie current 

be employed to promote return of sensation and motion. 

The electrode shown in Fig. 183 is one of the best for electric 

applications. In all cases the voice should be given as much rest 

as possible. Any inflammatory condition of the upper air-tract 

should receive prompt attention along the lines laid down in the 


ial chapters. 
xmectrrent Paralysis.—The movements of all 
of the muscles of the pharynx except the criecothyroid and aryte- 





NEUROSES OF THE LARYNX. 
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PARALYSIS 0F THE VOCAL CORDS. 715 
noideus are controlled by the recurrent laryngeal nerve, so that by 


its paralysis the motion of the affected side is entirely lost, the 
dtm ortoodh yroid Gacetng yo mppreciabla: miata! 





F1G, 183 —Mackensie’s improved laryngeal electrode for paralysis of the cards, 


Etiology.—Pressure on the nerve during its course is the most 
frequently observed cause of paralysis. Particularly is this true 
of the left side, where, by its close anatomical relation to the arch 
of the aorta, its power of transmission is exceedingly likely to be 
interfered with, especially by aneurysmal dilatation of that vessel. 
Enlarged lymphatic glands, mediastinal growths, cancer of the 
esophagus, pleuritic adhesions in incipient pee (more likely 
on the right side than on the left, because the pleura extends up 
higher on the right), effusion into the pleural and pericardial sacs 
aml also, by pressure on the nerve during its course, cause 

ysis. 

Central lesion, either by hemorrhage, embolism, endocarditis, 
disseminated selerosis, or the ascending sclerosis of locomotor 
ataxia, may produce a similar result. 

The toxemia of such diseases as diphtheria and Cie fever 
causes paralysis by giving rise to a toxic neuritis, The effect of 
these ges on the terminal filaments of the nerves, either by 
the inflammatory involyement or by the local effect of the toxins, 
is to be considered. Local inflammation in the larynx, as of a 
simple laryngitis, may also bear an etiological relation to the 
conslition. 

Symptoms.—Weakening of the voice rather than hoarseness 
is noted if there be unilateral involvement. Complete aphonia is 
the rule if both recurrent nerves be affected, the patient being 
able to speak only in a labored whisper. 

In lysis of only one nerve the voice after a time gains 

“strength by the healthy cord being brought over against its affected 
fellow by the muscles of the sound side. 

Other symptoms, such as cough, dyspnea, etc., are accidental 
and not relevant. 

Diagnosis —In bilateral paralysis of the recurrent nerve the 
laryngeal mirror shows (Fig. 182, 2) the cords lying relaxed 
midway between adduction and pronounced abduction—the cada- 
veric position. The affected cord in one-sided involvement 
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juctor. 
tion the cords are seh (Fig, 183, 8 lying moti 
median line instead of being widely drawn apart by the abductor 
muscles, Expiration forces the cords apart and effects exit for 
the column of outgoing air, The phonatory image is not affected, 
the cords responding sharply and normally to efforts at speech. 
Prognosis.—The Prognoa depends wholly on the underlying 
etiological factor. Rapid development of the disease generally 
ao a ppeailer outcome than a slowly oncoming 
affection. The possibility of a fatal attack of dyspnea should be 
borne in mind in giving a prognosis; also that, after paralysis 
nine months to a year, return of motion to the affected 
les is practically impossible, 
Treatment.—If the paralysis is due to peripheral irritation, 
the condition should be treated by astringent and stimulating 
vapors or sprays. Should syphilis play the role of etiological fac- 
tor, potassium iodid should be pushed to tolerance, keeping up a 
course of electricity to preserve muscle tonus until the remedial 
agent has had effect. hen incurable lesion causes the condition, 

















ninge, the higher notes being 
Tost or reached after painful effort. In severe eases 
voice is reduced to a labored whisper. 4 

‘The appearance of the cords during phonation 
Rieepeeoee jae inion Ot eldeaky spore ate a eae 
an elliptical ing extending the whole length 
Fig hte hy all vol be b 

ly as they normally would be by 


sis involving the lateral crieo-a) 

museles may be due to ponent exposure to cold, to diph- 
theria, or to any of the exanthemata, and would give rise to com- 
ete loss of voice with phonatory waste. The laryngeal image 
ig. 182, 5) so closely resembles that of double recurrent nerve 

tied that differentiation is practically impossible. 
milateral Adductor Paralysis (Lateral Crico-Aryte- 
noid).—This condition is not only extremely rare, but also pecul- 
iarly difficult to diagnosticate. Myopathic paralysis, due to the 
same causes as mentioned above, has occasioned the condition 
which is characterized by impairment or absence of phonation. 
During phonation the affected cord lies tightly drawn in complete 
abduction, while its fellow tries by extra effort, passing over the 





¢ Sotubation tube Just entering the laryns, ax well ns the method 


1 to a single condition—namely, an obstructive dyspne 
life and arising from an occluded condition ‘of the 
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all, however, modifications of the primitive shape and too varied 
to permit of description here. The lumen of the tube is oll peal 
in section, and is filled by a blunt rod or obturator, joi and 
provided with a screw top, the whole being sper 

to support the tube in introducing it, and yet to 

and withdrawn by the OSS instrament. Through the collar 
of the tube there is a smooth per ion i 


sudden slipping of the tube downward, The introducing instru- 
ment consists of a curved staff, fitted at its distal end with a screw 
thread to attach the obturator, and provided with a sliding appa- 





Fig, 18,—O'Dwyer's Intubation set. 


ratus, worked from the handle, for its release. The withdrawi 
instrument is simply a long, curved forceps, fitted with a pair of 
small, broad blades at its extremity, and worked from the handle, 
The blades are introduced elosed within the tubal opening, opened, 
and by pressure against the inner surface of the tuber exert suf= 
ficient friction to permit traction on the tube and its withdrawal. 
The gag should be of sufficient size to hold the mouth open to its 
widest extent, but otherwise needs no comment. An equally good 
tube, which is a modification of the O’Dwyer tube, has been intro- 
duced by Max Thorner (Fig. 186), and is described by him as 
follows : 

“Tn demonstrating a set of instruments which may be called 















been 


danger pati good 
been invented for this purpose, the description of which I will 
omit. 

“The advance was made in the instrament of Ferroud, 
which I here, and which is rather complicated, as it consists 
of seven distinct parts which cannot be ly taken apart. On 
the principle of this instrument, an introducer and extractor com- 
bined has been constructed by a Chicago firm,' which surpasses, in 
my opinion, all former attempts at simplifying these instruments. 

“ The instrument which serves as introducer and extractor (Fig. 
186, 1) has at its extremity two serrated beaks (a) about two inches 

. They are opened by pressure with the thamb on the a 
portion of the lever (6), and are automatically held open by a 
ratehed scenesntal, while pressure with the index fnge: upon 
the lower (6) of this ratched bar relieves it and 
beaks. By firm pressure the beaks hold the tube immovebly, 0 
that it cannot slip off nor turn during an attempt at introduction 
or extraction. This whole instrament consists of only two parts— 
the handle with one beak and the lever and ratehed arrangement 
with the other beak (6 and a)—which two parts are readily taken 


* Frank and Kratamueller, 56 Dearborn Street, Chicago, Tl. 
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assistant seated i holding him immoyably in the 
of Hivtinéos and arms. beta aceecat cael Me ent oer 





the median line to the epiglottis, hooks it np, and holds it. 
Babe labrrppieit Lateral presence, Gn tte . ‘The tube, moun 


depressed 
toward the patient’s chest. Its end having reached the finger-ti 
the handle baleeiiai, the end of the tube enrefull ided see 
larynx (Fig. 184), the obturator released and withdrawn with the 


and the loop of silk either fastened to a tooth or it out 
between the tecth and fastened to the ear or around the neck, Of 
course, previous trial should be made to be sure that the instra- | 
ment is in working order and the loop of silk properl: f 
Bat while this position has been and is used si ly, the 
author has adopted in his own practice a position which has given 
him great satisfaction in operating, and which he finds possessed | 
of certain advantages and without some of the disadvantages that | 
the other entails. The arms and body of the patient are secured 
by a sheet wound tightly around them, and he is placed on his 
back at the edge ote table in such a manner that the head is 
allowed to hang over the edge and make firm extension on the 
anterior structures of the neck. An assistant on one side of the 
patient, leaning over, holds him firmly by pressure of his shoulders, 
and prevents lateral motion by confining him between his out- 
stretched arms, at the same time using his hands to hold the 

tient’s head steadily in place between them. The operator takes 

is seat opposite the upturned face of the patient, inserts the gag 
with the Fanos turned away from him, and opens the mouth to 
its fullest extent. Using for the purpose a soft handkerchief, the 
tongue is seized by another assistant and drawn forward, Passing 
the guarded left forefinger into the mouth, the epiglottis is lifted 
and held by lateral pressure of the finger, The introducer is 
taken in the right hand, the ends of the silk loop being seeured by 
the fingers, at then, observing the same relation between patient 
and instrument as in the upright position, with the extended and 
curved right arm the tube is entered in the median line and 
advanced to the left finger-tip. By thus extending and curving 
the arm the operator may readily keep the instrument in the 
median line, and as he elevates the handle of the introducer in 
passing the tube into the larynx, he both works from himself and 
at the same time brings the handle in easy position to make the 
manipulations necessary to remove the obturator. ‘The end of the 





Be ¢ 
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of 
i for its immediate re 
by the extractor, the same directions 
lowed, the closed blades of the extractor being passed 
gloitie opening under the guidance of the finger-tip, the 
inserted into the tubal opening, separated, ane the tube 
ly withdrawn. 
Sequels.—Following the wearing of the tube there is usu- 
ally a paretic condition of the vocal cords which ultimately dis- 


appears. Rarely, cartilage-crosion takes place from the pressure 
of a tube. ; 
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back, with the head held in full extension and the structures on the 
anterior of the neck thrown in outline as firm and tense as 
possible. ‘To this end a narrow table is admirably suited, the 
shoulders of the patient being elevated sli Sy an See 
the neck resting on a bag of sand or salt placed at the the 
table, and the hanging over the edge and held firmly in the 
of an assistant’s hands or, better, in his forearms, leaving his 
Fanta free to use the retractors. The limbs are to be restra 
by the use of cloth bandages or the hands of assistants, and all 
sudden motions of the patient are to be (ore against a5 far as 
i The best light attainable is to be thrown on the site of 
incision, and care must be taken that it is not so placed as to be 
darkened or impeded by the hand of the operator. General anes~ 
thesia may or may not be employed, according to the circumstances 
of the case or the peculiar conditions demanding operation. If 
ether rather than chloroform is to be used, it is to be chosen only 
after consideration of its probable irritant and spas ROI nany, 
effects upon the Toegngaat! structures. The hypodermic use ot 
local anesthetics, such as cocain, eucain, and the like, must be 
ledly advised, in view of the vascularity of the region and its 
close proximity to the heart. Pain, however, after the skin is cut, 
is slight, and dermal anesthesia sufficient in extent and duration 
to incise the superficial tissues is readily obtained by the freezin: 
ray. ‘The site should, of course, be prepared, if possible, wit 
the usual surgical precautions. 

Instruments.—The surgeon should have at hand, if possible, 
the following instruments: A narrow-bladed scalpel, a dry (Allis) 
dissector, grooved director, two small, flat-bladed retractors, two 
blunt hooks or aneurysm needles, a tenaculum, dissecting forceps, 
hemostats, a sharp bistoury or tenotome for opening the trachea, 


F1G. 187.—Koon’s silver tracheotomy tube. Fro, 188,—Richard’s tracheotomy tube. 


and one with a blunt point to enlarge the incision, if necessary, sev= 
eral sizes of tracheotomy tubes with tapes,a tracheal dilator, tracheal 
forceps, and a curved necdle threaded with a stout ligatare. 
Sponges, feathers, bent-wire retractors, flexible catheter, mouth- 
gag, and an alkaline solution for membrane if present are needed, 
A cautery might be of use in severe hemorrhage, and a basin of 











above the isthmus in the middle line, while the two “L 
ed by an upward cut. Care must be 


ing made, 
of tay 


elow the tube may be performed. Or if the so-called operation 
without tubes be intended, blunt-retractor hooks are inserted and 
attached to the appropriate elastic neck-band necessary to keep the 
opening patulous; the edges of the cut are sutured to the skin, or 
an nae diamond-shaped portion is removed, its long axis eoin- 
cident with that of the trachea, according to which of these three 
methods the operator prefers, 

Low Tracheotomy.—Low tracheotomy requires practically 














fee ctblshment of retin, 








FIG, 190,—Trousseai's tracheal dilator. 


scissors or knife. Again, an incautious use of the the knife may 

aie ts citer: tie iauoras aie by 

ed into the . may mucus: 
cetieed and mucus, prbloed may have Sn ae ae 
and demand a clearance. If so, the Trendelenburg position, or 
semi-inversion, is of prime importance, coupled with the sina 
use of means to keep the opening and expel the 5 

ration of the wound by the mouth is inefficient, and in infee- 
tious cases highly dangerous. The insertion of a flexible catheter 
is of value, and it may be attached to an aspirating or, 
better still, may have air blown strongly in it. It should be 
inserted so far as to form a ehannel to the lungs, if possible. 
Sudden cessation of respiration may oceur both before and after 
the actual incision has been made. If incomplete, the tracheal 
opening must be made at once and cleared, and efforts at restora- 
tion of respiration be immediately performed. Hot and cold 
affusions to the chest, sharp slapping of the back or buttocks, 
and artificial respiration are indicated. Fortunately, the cessation 
is but momentary in the majority of cases, and the function readily 


Postoperative Care, Dangers, and Complications.— 
Upon this, fully as much as the operation, depends the success of 
the object sought. If the operation has been successfully per- 
form , for example, for the removal of a foreign body—and 
there exists no reason for a further use of the opening, the wound 
may be cleansed thoroughly with corrosive-sublimate solution, 
protected under a moist aseptic or antiseptic dressing, and allowed 














rege) eis, 
mn ‘Il iy aid 4 Highs 
tamor, a ic examination will certainly aid in i 
nosis, but frequently a mere portion is pinched off, and this portion 
is taken from the surface of the tumor. Certainly an erroneous 
microscopic idea would be obtained. The illy-formed Uh the 
inflammatory cells, the altered epithelial cells, would mi the 
microscopist primarily and the surgeon secondarily, but unfortun- 
Ged the patient would be the one who would sufier. If the di: 
of malignancy, then, is clearly established beyond doubt, 
radical operation should be performed. If not, I certainly would 
advise the less radical measure. 

The and diagnosis of laryngeal cancer or any form of malig- 
nant growth is then of the test importance from a curative 
ees Unfortunately, the early symptoms are not nacaioed 
and the patient suffers practically no inconvenience and has really 
no constitutional symptoms. Tn many cases the growth has been 
in progress for many months before the patient consults the phy- 
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ven through a long tube attached to the tracheotomy- 
is is a very convenient method, and the anesthetizer and 
operator are not in each other’s way. 
It is of extreme importance to have one trained assistant to 
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Hi 


ria 
F533 
ee 


cartilage, 


buttonhole the eso; 
occur at the level 


Bag 
i 





of the anterior wall of the DX 
to the tissues immediately Lane the 
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rs a pillow is iene 
fn ig an he 
in a reclin- 


“J 
were a foie man sub- 


ool ae en of pais o author differs radically from 
“Tn lnvyngsctoniies, thyrotomies, and tracheot- 

omies the saaicee are changed every three hours. ‘They are in- 
ably sterile gauze wrong out of mercuric bichlorid, 1 : 10,000, 

fe Alter thyrotomy no tracheal cannula is inserted, but it is in 
readiness, sterilized for immediate insertion if need arise. The 
thyroid cartilage is not stitched, nor the outer wound, except one 








below witha. mall prone 
removed eitipariil ‘cm X 
and general diet after three weeks. 
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feoeral preparation of patzent, 
Stocks method 







FRE sindulay, 592 a 
as reine: of napearyax. 
i vertebrr as came. 






Say tongue as case, 383 
of arcia as cane, 305 
o€ brcecaa! Gand: as 































INDEX 767 
Laryngitis, spasmodic, cough in, 509 
tion, 59 
od 
ifferential, 509 
etiol 
ceourtivg at night, 508 
treatment, 633 pathology, 588 
oni in, 632, 633 sf progno 
r, 632 1 pulse in, 598, 
falar ‘632 symptoms, 598, 
morrhagic, 584, ba synonyms, 597 
‘and hemorrhage of larynx, differen- treatment, 500 
tigtion, O14 voice in 
specific, 
stridulosa, 597 
stridulus, 597 
irritation in, 615 ! 590 
pathology, ei i 
prognosis, 
saliva in, 615 
symptoms, 615 
synon} 
treattaent, 616 ferential, 603 _ 
p29, 818, difficult sraliowing in, 603 
yperplastic, 63 pain in, 
tn syphilis, 637 pathology, 602 
symptoms, 636 Prognosis, ‘603 
treatin: Ee 637 purulent, 604 
treatme 7 respiration in, 603 
hypertropt symptoms, 602 
in chronic a rrnsitis 513 synonyms, 
lithemic, 603 treatment, 603 
membranous, 609 1 voice in, 603 
‘and capillary bronchitis, differentiation, ' supraglottic. acute, 500 
j;  symptomat 
. 610, 612 | Li differ. 
entiati 
lottis, differentiation, 612 traumatic, 601 
tion, 612 edema in, 601 
and foreign bodies in larynx, differen- , _treatmeni, 602 
tiation, 613 tubercular, 651 


and retropharyugeal abscens, differen- 


is, differentiation, 613 . 

and whooping cough, differentiation, 613 
teria ax cattse, 609 

contagioumess, 610 








nea in, 611, 612 


Y's, 
out in, 611 
false membrane in, 611 
fever in, 611 
in children, 610 
pathology, 611 
prognosis, 613 
pulmonary symptoms, 612 
Tepiration in, 611 
skin in, 611, 612 
symptoms, 611 
synonyms, 609 
creatment: 613 
surgical, 614 
varieties, 609 
‘ice in, 6LL 
phie onous, 602, 604 
preudomembranots, 609 
purulent, 60: 
rheumatic, 693 
hemorrhage in, 603 
lassitude in, 604 
pain 693 
synonyms, 693 














treatment, 604 
voice in, 603 





udomembranous croup, differ- 
entiation, 599 





catarthal pneumonia after, 599 





and chronic laryngitis, different 
629 


and ayphilis of larynx, differentiation, 648 
ulcerative, recurrent, 644 
Laryngobronchoscopy, Jackson's method, 


Laryngocele, 577 
Larvngopharynx, 18 
Laryngorchea, 582 
Laryngosco} 
Laryngoscope: cirect, Jackson's method, 669 
Laryngotomy. 734 
Farynaotraclieal diphtheria, treatment, 404 
ozena, 634 
Laryngotracheitis, 609 
Larvnx, 18 
‘adenoma of, 226 
developing into malignancy, 226 
anemia of, 637 








ymptoms, 704, 
treatment, 705, 
angioma of, 229 
reatment, 229 
artificial, after laryngectomy, 747 
carcinoma of, 259. See also Carcinoma 














chondritiv of, 616" 
and chondroma, differentiation, 231 


diagnosis, 623 
differential, 623 








INDEX. 


Larynx, paralysis, of, bilateral abductor, 


prognosis, 7: 
wyhpbme Tit 
treatment, 717 

adductor, 719 
central adductor, 718 
internal tensors, 719 
muscles, 718 

prognosis, 720 

treatment, 720 








prognosis, 716 
symptoms, 715 





prognosis, 
symptoms, 718 
treatment 
adductor 110 
paresthesia of, 705 
pemphigus of , 638 
treatment, 639 
perichond: 
chondria of. 
posterior wall, ‘in 
Pouches of, diiatati Lae 
urpura hemorrhagica, 
Teflex naaal neuroses off 195 
sarcoma of, 270. See alvo 
laryne. 
scleroma of, 637 
and rhindgeleroma, 637 










Sarcoma of 








symptor 
synonym, 637 
treatment, 637. 

size of, controlling, volume, 
timbre of voice, 

span of, 303. $08, 897 
adenoids as cause, att 


tone, and 





spnea in, 505 
etiology, 554 
nutrition in, 505 
opisthotonos in, 595 
pathol 


Tespiration in, 505 
symptom, 505 
synonyms, 504 

__ treatment, 595 
in hysteria, 590, 

prognos 

symptoms, 596 
synonym, 598 
treatment, 597 
spastic paraplegia of, 
stenosis of, acquired, 
cicatricial contraction or redunda 
granulation as cause 

















cough 
etiology, 
pain in, 578 

syphilis in larynx as cause, 578 

















769 


Larynx, stenosis of, eyphilitic, treatment of, 





tides of congent tal, 504 
stridor of, eon; 
etiology, 504. 
symptoms, 594 

suppuration of, 602 
surgery of, 738) 
syphilis of, 642 

‘and carcinoma, differentiation, 648 

and lupus, differen . 648. 

‘and tuberculosis, 





definition, 642 
iyaphagia in, 
dyspnea in, 644 
etiology, 643 
sin, O45 
emorrhage in, 
in in, 644 


ai of vocal cords in, 643 
Pathology, 643 
prognosis, 648 
secretion in, 643 
symptoms, 643 
condyloma, 645 
erythema, 644 
mucous patch, 645 
superficial ulcer, 644 
synonyms, 642 
tenderness in, 644 
tertiary, 645 
cicatrization in, 647 
treatment, 650 
ulceration in, 646 
treatment, 649 
voice in, 643, 
tracheotomy, 730. See also Tracheolomy. 
trachoma of, 639 
tuberculosin of, 651 i 
‘and carcinoma, differentiation, 655 
and lupus. differentiation, 655 
‘and syphilis, differentiation, 655 
bacillus of tuberculosis as cause, 651 
choking in, 653 
cough in, 653 
coume, 652 
definition, 651 
diagnosis, 
dyspnea in, 653 
stiolory, 651 
653 


arytenoids in, 654 
of epiglottix in, 654 


of vocal cords in, 655 
mucous membrane in, 654 
pain in, 653 
pathology, 652 
Primary infection, 652 
Prognoxis, 656 

. 653 
























secretion 
atenosis from, 653 
swallowing in, 653 
xwelling in, 654 
symptoms, 652 
synonyms, 651 
treatment, 656, 
ulceration’in, 654 
voice in, 653 
tumors of, as cause of chondritis of larynx, 
of cough, 51 
diagnosis, early, 








importance of, 738 


Inlereseapie examination, before ‘opera- 





Pinata tnt lil ir 
138 











INDEX. 


Mutation of voice, 679, 693 

Myasis narium, 214 

Mycosis of fauces involving uvula, 410 
of fe il, 460 





treatment, 461 
of lingual tonsil, 465 
etiology, 465 } 
Leptothrix buecalis, 465 
treatment, 465. 
ulceration’ in, 465 
of uvula, 410 
Myles’ antrum-curets, 340 
curved trorar, 
Myofibroma: nasal, 237 
Myxocarcinoma of respiratory tract, 272 
‘ag nidus for development of sarcoma, 248 
diagnosis, 248 
etiol (, 247 
pathology, 248 
prognosis, 248 
sytnptoms, 248 
treatment, 248 
Myxoma of antrum of Highmore, 359 
‘of ethmoidal sinuses, 366 
of frontal sinus, 384 
of respiratory tract, 242. 
pus, nasal, 
of sphenoidal sinuses, 371 
Myxosarcoma, 247 





See also Poly 


Nancorics ax cause of chronic pharyngitis, 
Nares, adenoma of, 224 
fbi ri 





foreign bodien in, ulcers due to, 172 
lipoma of, 239 
occlusion of, causes, 278 
osteoma of, 240. See ulso Osteoma of 
nares. 
papilloma of, 220 
treatment, 220 
posterior, occlusion of, causes, 277 
Hlittike, in eatarrhal diathesis, 81 
Nasal actinomycovis, 166 
ale, collupse of, 312 
treatraent, 312 
angiofibromyxoma, 244 
applicator, 16 
artery of septum, 276 
bacteria, relation of, to dineaso, 67 


breathing, import re of, 
in early childhood, 283 
in relation to hearing, 107 
in hyperplastic hit 
results of failure of, 51 
bridge, flattened, — 
syphilis, 149. 
210, See also Rhinoliths, 
, depression of, 322 
etiology, 322 
Roe’s operation, 326 
treatment, 323 
White's operation, 323 
catarrh, acute, 72 
atrophic, 118 
chronic, 100 
118 











in hereditary nasal 








hypertrophic, 109 
purulent, 132 





angioma of, 226. See also Angioma of 
nasal passase 
anterior, acute inflammatory diseases of, 
70 








773 


Nasal cavities, anterior, anatomy, 17, 18 
chronic inflammatory diseases, 100 
color, 42 
diseaten, 70, 100, 275, 328 
nic iniflammat 
Dralion of by incandescent elec: 
trie bulb, 41 





foreign, bodies in, 210. See also 
Foreign bodies in anterior nasal 
carities, 


inflammatory diseases, 170 
mucous membrane of, '22 
‘color, 22 

non-inflammatory diseases of, 203 

normal appearance of, 42 
arteries of, 24 
blood-supply of, 24 
careiuonn of, 253. 

of nasal passage. 
chondroma of, 

of nasal Fe pred 
diveates ol 

thetic rhinitis, I 
fibroma of, 233. 

nasal cavilice. 
funetion, 27, 
glioma of, 272 
malformations of, ax cause of acute 

simple rhini 

predisposing to hay fever, 185 
mucous membrang of, sands in, 24 
nerves of, 25, fig. 8 
olfactory function of, 27 
osteoma of, and chondroma, differen- 





See also Carcinoma 
Ree also Chondroma 
disposing to hyperes- 
See also Fibroma of 















papi 
symptoms, 220) 
treatment, 220 
phonation fun tion, 28 
physi. logy, 17, 27 
Posterior, ‘exainin: 
descent elcet 
normal appearance of, 42 
protective function, 28 
relation of, to hearing, 28 


ion of, by incan- 
bulb, 41 









to taxte, 28 

respiratory function, 27 

sarcoma of, 264. Sce also Sarcoma of 
nose. 


secretion in, in hyperplastic rhinitis, 112 
vestibule, 19 

anatomy, 19 

framewrtk, 19 
chancre, 174 
concretions, 210 
congestion predisposing to taking cold, 7% 
194, S82 
from naval syphilis, 144 
Paraffin injections in, 147 
Gerauny’s paraffin method for correcting, 








paraffin injecti 
dilator, 
diphth 
neute, 
and croupous rhinit 
chronic, 484 
discharge in gente simple rhi 
disease from irregularities 
uses, 331 





ns for, 147 
DRS 





. differentiation, 93 








ngham, 46 
ng. 4 
duct, obstruction of, in hyperplastic 
rhinitis, LL4 


epithelioma and rhinoscleroma, differen- 
tiation, 168 

ation, rules for, 

fibroma and lupus, differentiation, 159 








fowse, involvement of, in hyperplastic 
tis, 112 

furunculosis,” 169, See also Furuncu- 

loaia, nasal. 
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Pharyngitis, chronic, cyanotic congestion as 
cause, 508 
definition, 508 
diagnosis, 513 
digestive ‘disturbances in, 508, 512 
dust as cause, 509 
etiology, 508 
lobus liystericus resembling, 512 
yperpls LL 
impairment of smell in, 512 
Of taste in, 512 
improper use of muscles as cause, 500 
irregularities in formation of pharynx 
‘as cause, 509 
laryngitis in, 513 
mucous membrane in, 510, 511 
narcotics as cause, 
nasal obstruction in, 510, 512 
nervous plenomena as cause, 508 
pain in, 512 
pathology, 510, 516 
Pheumonckoniosis as cause, 508, 509 
Prognosis, 513 
rhinitis as cause, 509 
secretions in, 511 
sexual excesses as cause, 508 
slanting pharynx as cause, 509 
amoking as cause, 508 
stimulants as caure, 508 
symptoms, 511 
jonytns, 508, 
throat-tire in, 512 
treatment, 513 
ricose condition of veseels in, 511 
voice in, 509, 511, 512, 514, 515, 517 
eroupous, 477 
diagnosis, 478 
false membrane in, 478 
infection and contagion, in, 478 
streptococcal infection in, 478 
streptococcus pyogenes in, 477 
treatment, 478 
cyano! 
cough in, 527 

















fol licular, Bey 
sete ph 
age in, 3 
asthma 


ryngitis ax cause, 515 









institutional = 518 
1 OE, S 
definition, 514 





diagnosis, 519 
etiology, BL 
exciting, 315, 





predisposing, 514, 
exudative form, 517 
follicular laryngitis associated with, 632 


gastric derangements in, 518 
glandular invelvement in, 516, 517 
Iypertroplis i 
impairment of hearing in, 518 
Of stuell in, SIN 
if taste in, 18 
int 1 derangements in, 518 
Inntation in nasopharynx as cause, 515 
1 al 
Muucens membrane in. . 516, 51K 
nervous phenomena as cause, 515, 
uipation as eause, O13. 
Painin, STS 
Prownosis, S19. 



































INDEX. 


follicular, spread of inflamma- 
tory: process, 518 
struining of velce as cause, 515 
symptoms, 517 
jonyms, 514 
throat-uneasiness in, 517 
tobacco as cause, 515 
treatment, 519 
folliculous, 514 
gangrenous, 496 


aos 
0 


odor in, 497 
Pain in, 497 
prognosis, 497 
synonym, 496 
temperature in, 497 
treatment, 497 
ular, 514 
jemorrhagic, 499 
definition, 499 
pain in, 499 
symptoms, 499 
treatment, 499 

bypertrap tien lateralis, 518 
ypertrophica lateralis, 
infect fective, 475 

bacteria in, 476 








volvement in, 497 





hyperplasti is it 
liquefaction-necrosis in, 476 
mucous membrane in, 476 
Pain in, 476 

pathology, 476 

prognosis, 476 
pseudobacillus of diphtheria 
sensitiveness of throat in, 476 
staphylococcus in, 476 
streptococcus as cause, 476 
symptoms, 476 











cough 
ear-syn 






pain in, 
pathology, 500 
symptoms, 500 
ti 

lithem 





edema cf glottis in, 498 
etiology. 497 
foreign bodies ax cause, 497 
synonym, 497. 
treatment, 488 
phlegmonous, 474 
preceding lupus of pharynx, 538 
rheumatic, acute, 528 
constant desire to swi 
definition, 52% 
diagnosis, 530 
etiology, 528 
exposure to cold and dampness as 
cause, 529 
involvement of mucous membrane in, 
530 
lithemia in, 520 
mucous membrane in. 5: 
pain in, 529, 530 
pathology, 529 
previous attacks, 530 
prognosis, 530 








low in, 530 





28 








INDEX. 781 
Pharyngitis, rheumatic, acute, symptoms, | Pharynx. consumption of, 534 
3: deformities of, 


synonyms, 528 

throat in, 530 

treatment, 530 

uric-acid diathesis in, 528 
chroni 





etiol 


‘532 2 
involvement of larynx in, 532 


pathology, 532 
proenones 533. 
symptoms, 532 
synonym, 532 
roat in, 532 
treatment, 533 Z 
voice in, 532 
sicea, 521 
streptococcal, 475 
ibacute, 514 
pathology, 514 
symptoms, 514 
treatment, 514 
suppurative, 475, 476 
traumatic, 497 
haryngocele, 460 
Pharyngomycosis, 554 
and, keratosis of pharyax, differentiation, 


bacteria i in, 555 





etiol 
Leptothrix as cause, 554 
pathology, 555 
Prognosis, 556 
symptoms, 355 
treatment, 556 
Bharyngotyphoid, 505 
meine , actinomycosis of, 548 
th from, 530 
iagnosin, 550, 
rge in, 549 
548 
iinturbances in, 549 
granulation-tumor in, 548 
metastasis in, 549 
odor in, 549 
pain in, 54 
pathology, 548 
Prognosis, 550 
ray-fungus as cause, 548 
swelling in, 549 
symptoms, 549 
ymptoms, 549 











adhesion of oft palate to, closure of naso- 
pharynx by, 411 “ 
alterations in, in tertiary syphilis of phar- 
ynx, 544 
anemia of, 562 
age in, 563 5 
constant desire to swallow in, 563 
elongation of uvula in, 583 
mucous membrane in, 563 
secretion in, 593 
sex in, 56: 
symptoms, 593 
treat: 
anesthesia of 



















angioma of, 2: 
angioneurotic edema of, 533 
treatment, 534 
atresia of, congenital, 468 
black tongue involving, 503 
carcinoma of, 257. 
‘of pharynz. 








also Carcinoma ' 


dilatation of, 460, 
diphtheritic paralysis of, 566 
of, 467 
iculum of, 469 
difficult swallowing in, 460 
etiology, 469 
symptoms, 
treatment, 469 
dome of, 25 
ecthyma of, 552 
equinia of, 545 
erythema exudativum of, 552 
maultiforme of, 552 
foreign bodies in, 5 
symptoms, $67 
treatment, 568, 
glanders of, 545 
‘acute, abscess in, 546 
bacteria in, 546 
con:titutional symptoms in, 546 
fever in, 
glandular involvement in, 546 
headache in, 546 
impairment of deglutition and phona- 
tion in, 546 
joints in, 546 
nodules in, 546 
pain in, 546 
secretion in, 546 
sweats in, 546, 547 
clling in, 548 
symptoms, 546 
I tion in, 546 
la, differentiation, 547 



























chronic, constitutional symptoms, 547 
death is in, 547 

harge in, 547 
ndular involvement in, 547 

impairment of swallowing and speak- 
Ing in, 547, 

pain in, ‘547 

swelling in, 547 

atzmptoms, BAT 


“ dingnoni, 54 


Biden, 548 

frallein iat S48 . 

mucous membrane in, 545 

Pathology. 545 

Prognosis, 548 

symptoms, 546 

synonyms, 545 

treatment, 548 
hemorrhagic ulceration of, 499 
her of, 553 





definition. 553 





553 


pain in, 53 
Patches in, 553 
‘55. 


prognosis, 

symptoms 
ynonyms, 

throat in, 553 
treatment, 5i4 

hyperesthesia of, 564 
treatment, 564 

hyperkeratosi- of, 556 

hyperplastic change in, 520 

in chicken-pox, 506 
treatment, 506, 

in erysipelas, 503 
prognosis, 504 
symptoms, 504 
treatment, 504 

in exanthemata, 501 

in febrile diseases, 501 




















Rhiniti 


anemic, 82. 


INDEX. 





acute simple, causes, exciting, 73 

chilling 3 body a0 cause, 73 

climate predisposing to, 73 

clothing predisposing to, 73 

complications, 76 

contagiousness, 73 

definition, 72 

diagnosis, 76 ’ 

diplococeus coryze in, 73 

drainage in, 75 

epidemic, 73 

etiology, 72 

foreign bodies as cause, 74 

from inflammation of accessory cav- 
ities, 73 

hay fever predisposing to, 73 

heredity as cause, 73, 





idiopathic, 72 
i 





pathic’ form, 
idiosyncrasy to, 73 
acute articular cheumatism, 81 
82. Anemic 
rhinit 


in constitutional diseases, 81 
in diabetes mellitus, 81 

ian diphtheria, 81 

in enteric fever, 81 

in faleclioas’ 82 

{a infectious disease, 73 


mptoms, 75 








in 














in seorbutus, 82 


in scrofula, 83 
in small-pox, 81 
in tuberculosis, 
in typhoid fever, 81 
in variola, 81 
in whooping-cough, 81 
in young, 88 . 
‘and purulent rhinitis, differentia- 
tion, 8 
and specific rhinitis, diferent 





ion, 


complications, 90 
etiology, 88 
prognosis, 89 
symptoms, 88 
treatment, 89 

labial herpes in, 75, 76 

leukocytes in, 74 

lowered bodily resistance as cause, 72 

malformations of Dasunges’ as 
cause, 73 

nasal discharge in, 75 

occupation, 74 

pathology, 74 

Prognosis, 76 

rheumatisoa predisposing to, 73 
as cause, 

serum in, 74 

sexual excesses predisposing to, 7: 

sneezing in, 75 

stuffiness in_nose in, 

symptoms, 75 

synonyms, 72 

philic predieposing to, 73 

tendency to, in chronic simple 1 

traumatic, 74 

treatment, 78 

tuberculosis predisposing to, 73 

voice in, 73 

See also Anemic rhinitis. 

as cause of chronic pharyngitis, 509 














atrophic, 101, 117 


as cause of atrophic pharyngitis, 522 

88 local manifestation of constitutional 
lesion, 130 2 

atrophy’ of turbinates in, 121 


50 











Rhii 


at 


initis, atrophic, bacteria 

chronic, 118 

classification, 118 

due to pre-existing local lesion, 122 
accessory cavities in, 128 











age occurring, 122 
alteration o ‘voice in, 128 
Dleeding from nose in, 125 
complications, 128 
cough in, 126 
Eis sluge in, 125, 126 
088, 
dyspeptic symptoms, 126 
is in, 1 
122 : 
jan tubes in, 128 





eyes in, 128 

facies in, 127 

general condition in, 126 
Impairment of heating in, 127, 





of taste in, 127 
mucous membrane in, 125, 127 
nayopharynx in, 128 
nervous complications in, 128 








EES ‘postnasal cavity in, 12 
snub-nose in, 127 
symptoms, 125 
treatment of, 128 
turbinates in, 125 
ulceration of septum in, 125 
due to trophic lesions, 132 
fetid, 118 
general remarks on, 119 


in aged, 123. 
in ehldren, 120 


mucous _ membrane 
alterations, 123 
cozena in, 122 








in, pathological 


to lesion elsewhere, 130 
accessory sinuses in, 131 
ee of mucous membrane 





atsloy, 1 

ian tubes in, 131 
exudation in, 131 
eyes in, 131 
headache in, 131 
lacrimal duct in, 131 
loss of smell in, 131, 
mucous membran 
nasal obstruction 
neurnigia of _asal nerve in, 131 
pathology, 130 
prognosis, 131 
secretion in, 131 
syinptoms, 130 
treatment, L 
ulceration’in, 131 
voice in, 131 

synonyms, 118 

ulcers in, 120 

rophica, 118 

simplex, 118 











caseosa, 84 
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Rhinitis, hyperalasti impairment of smell 
in, 
increase in turbinated bone in, 111 

‘of connective-tissue elements of sub- 

mucosa in, 100 
inflammatory processes in, 111 
involvement of nasal fossie in, 112 
mouth-breathing in, 111 
mucous membrane in, 110 
mulberry form, 112 
in, 111 

‘obstruction in, i11 

polyps associated with, 112 
nasopt 114 
obstruction of 

of sinus outlets in, 114 
occlusion of lacrimal canal in, 112 
pathology, 110 
pharyngitis in, 114 
Predisposing to acute simple rhinitis, 73 





Prognosis, 113 
Ta5} form, 112 
roots of fosse in, 112 


secretion in, 111 
nasal cavity in, 112 
septum in, 112 
spasms of glottis in, 114 
‘ollen mucous membrane in, 111 
yyraptoms, 110 
‘Mokened 108 
ickened ‘mucous membrane in, 111 
tracheitis in, 114 
treatment, 114 
hypertropii, 101, 109 
yypertrophic, 101, 
in hereditary nasal 
in hereditary syp! 
intumescent, 108 
condition ‘of voice in, 108 
definition, 108 
dryness and tickling of throat in, 108 
excess of mucus in, 108 
‘skin of nose in, 108 
swelling of mucous membrane in, 108 
symptoms, 108 
taking cold in, 108 
treatment, 108 
lithemic, 88, 189 
membranous, 91 
tio 
obstruct, 109 
tion,- 96 
inition, 96 
degeneration in, 97 
etiology, 96 
pathology, 96 
prognosis, 97 
symptom’, 97 
synonym, 98 
treatment, 97 
ulceration’ in, 97 
eedematone chronica, 338 
pharyngeal tonsil in 
Phlegmonous, 99, 169 
diagnosis, 69 
septic condition from, 99 
treatment, 99 
plethoric, 131 
pruritic, 180 
Peeudomembranous, 91 
primary, 91 
purulent, 132 
and acute simple rhinitis in young, dif- 
ferent 

















definition, 132 
discharge in, 133 
embryonic cells i 





stiolo 

ren, treatment, 134 
ih sow-born, etlolo 1 132 
mucous membrane in, 133 
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Rhinitis, purulent, odor in, 133 
pathology, 132 
prognosis, 133 
symptoms, 133 
synonym, 132 
treatment, 133 
sclerotic, 118 
scorbutic, 82 
scrofulous, 83 
synonyms, 83 
treatment, 84 
sicea, 118 
simplex, 100 
specific, 137 
‘and acute simple rhinitis in young, dif- 
ferentiation, 89 
strumous, 83. 
syphilitic, 137 
traumatic, 96 
tuberculous, 83 
ulcerative, 98 
Rhinoliths, 21 
characteristics, 210 
chemistry, aur 
definition, 210 
diagnosis, 211 
etiology, 210 
pathology, 210 
prognosis, 211 
site, 210 
symptoms, 211 
synonyms, 210 
treatment, 211 
Rhinophagynai is mutilans, 402 
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lane, definition, 402 
ois, 403 
etiology, 402, 
pathology, 

Drognosia, 403 

sore throat in, 403 
symptoms, 403, 























treatment, 403 
Rhinorrhagia, 203. See also Epistazis. 
Rhinorriea, 134, . ‘See also Hydrorrhea nasal. 
Hhinoscleroma, 06, 168 





affecting adjacent structures, 167 
and epithelioma, differentiation, 168 
and keloid, differentiation, 168 

and scleroma of larynx, 637 





and syphilix, differentiation, 168 
bacillus of, 166 

cart lage-formation i in, 167 
cells in, 167 








orislogs: 

nodules in, 167 
pathology, 166 
prognosis, 168, 


swelling in, 167 
symptoms, 167 
treatment, 168. 

Rhinoscope, 32 

Rhinoscopy, 
anterior, 
posterior, 36 

method of holding mirror in, 38 

Richard's modification of Schults’s aden- 

otome, 430 
tracheotomy. tube, 731 
Roe's septum forceps, 286 
‘operation for deformity from abscess of 
septum, $28 
I'deviation, 308 
vs in cancer of larynx, 264 
in detecting foreign bodies, 663 
in laryngology and thinology, 42 
Rone acne, 200 
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Bpeech. Seveipmient, of, mechanisms in, oral, 


val, 693 
stop positions in, 691 

‘anterior, 601 

middle, 692 

posterior, 692 
ration of, 889 
reasion made by, 
Makuen’s definition, 678 
peculiarities in manne, of, 696 
‘self-conaciousness in, 
transmission of thought and ideas through 

medium of, 

"Bt 





Speech-production, 689 

Bperm-inheritence’of nasal 

Sphenoidal sinuses, anatomy, 
carcinoma of, 











catarrhal \efamnmation, 368 


jonis, 368 





symptoms, 368 
treatment, 368 
diseases of, 367. 
difficult of diagnosis, 367 
‘See also Empyema 





ain 





tuberculosis of, 372 
sp turhinated bones, 21 u 
en tine artery, anatomy, 
Splitting of thyroid cartilage, 7 
‘Sporadic catarrh, common, 72 
‘Spots, cough, 582 
Spurious croup, 582, 597 
Staff of Wrisberg, 574 
Stammering, 692, 693, 695 
‘as neurons of nasopharynx, 404 
treatinent, 698 
Makuen's method, 699 
McCormick's method, 698, 609 
Staphylococcus, 69 
in infective pharyngitis, 476 
pyogenes albus, 
‘aureus, 69 | 
69 














venous, as cause of atrophic phar- 
yngitis, 521 
Steam sterilization, 48 
sterilizer, 48, 49 
of larynx, ac 
Larynz, alenon 
congenital, 576 
from tuberculosis, 653 
syphilitic, treatment, 651 
of pharynx, 468 
congenital, treatment, 576 
disease of vertebral column as cause, 469 
enlargement of thyroid gland as cause, 
4 
extrinsic, 469 
Hodgkin's disease ax cause, 469 
retropharyngeal abscess as cause, 469 
spasmodic, 461 
symptoms, 468 
traumatic, 468 
traumatic, 468 
treatment, 468 
tubercular, 468 
Sterilization of instruments for office work, 48 
steam, 48 
Sterilizer, Ferguson's, 49 
steam, 48, 49 





791 


* Stevens’ tonsil knife, 457 
Stiffness in throat in keratosis of pharynx, 
537, 560 


Stimulants as cause of chronic pharyngil 








508 
Stoerek’s cough spots, 582 
Stomach, affection of, as neuroses, reflex 
nasal, 


200 





Stomatitis, ulcerative, and Vincent's angina, 
relation, 507, 
| Stop positions in development of speech, 691 
‘anterior, 691 
middle, 692 
posterior, 692 
BStraining of yoice as cause of follicular phar- 
git 
sitenoecal infection in croupous pharyn- 












her aa, 
Pisa as cause of infective pharyn- 
Ritis, 476 
yogenes in croupous pharyngitis, 477 
Stheture of eeoplagus and spasm of plaryns, 
differentiation, 505 
Strldor of larynx, congenital, 504 
etiology, 5 
symptoms, 50% 
Stridulous angina, 
laryngitis, 597 
ee ge 
tka forenpe 27 
Stuttering. OOF . 695 A 
Subepithelial buds ia keratosis of pharynx, 
35 
Subgiottic laryngitis, 590 
Submaxillar ‘mphatic glands, enlargement 
lin prtuary wage of acquired nasal exp 
ilis, 142 
Submerged faucial tonsil, 456 
Submucosa, 58. See also Mucous membrane. 
Submucous infiltration of septum, 320 
Sulphocyanid in raliva, 56 
Summer catarrh, 180 
‘Sun's rays, condition simulating hyperesthetic 


hinitis due to, 
Superficial tonsil acute, 433. See also 
Panes 

















in, ruperficial, acute. 
Suppurating ethmoiditis, 361. See also 
thmoiditis, suppurating. 
Suppuration, ‘confined, of antrum of High- 
tore, 346 










etialoy 
fistula in, 346 
nasal obstruction in, 346 


teeth in, 34¢ 
tenderness in. 
treatment, 
of frontal sinus, 378 

Bryan's operation, 381 
cerebral symptoms, 810 





etiology 
eye-<ymptoma, 379. 
headache in, 379 
impairment of smell in, 379 
Gnston-L.ue operation for, 381 
in in, 379 
Pressure-effects in, 378 
prognosis, 381 
rupture in, 328, 380 
symptoms! 
Thinking of als 
treatment, BRL 
of accessory: sinuses, 
of cavernous sinus from empyema of 
sphenoidal sinus, 370 
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Tonsillitis, hypertrophic, ago in, 448, Tonsillitis, rheumatic, urine in, 439, 440 
‘with adenoids, 451 voice in, 439 
Bactene in, 451 superficial, acute, 433 
cauterization in, 454 complications, 434 
connective-tissue in, 449 definition, 433 
cough in, 451 + diagnosis, 434 
diagnosis, 452 ear-symptoms, 433 
ear-symptoms in, 451 elongation of uvula in, 434 
etiology, 4 logy, 433 
facial expression in, 451 otitis media in, 434 
glandular variety, 448 pain in, 433 
pathology, 449 pathology, 3 
hemorrhage in, 455 Prognosis, 434 
heredity in, 448 symptoms, 433 
imperfect mobility of uvula in, 450 in children, 434 
interference with swallowing in, 451 synonyms, 433 


with venous circulation as cause, 
nvalvement of Eustachian tube i 


449 





in, 


irregularities of climate as cause, 448 
irritation os cause, 443 
mouth-breathing in, 451 

nasal obstruction in, 450 
pathology, 449 

prognosis, 452 

reflex neuroses from, 451 

ration in, 450 
ry, hemorrhage in, 456 








soe ety 448 
pathology, 449 





treatment, 12 
varieties, 448 
voice in, 451 
lacunar, 432, 435 
ulcerative, 432 
membranous, 446 
‘bacteria in, 447 
coagulation-necrosis in, 447 
glandular involvement in, 447 
pain in, 447 
pathology, 447 
symptoms, 447 
synonyms, 446 
treatment, 447 








Pa 432, 435 
phlegmonous, 443 
preglottic, 402 
after infectious diseases, 462 
after influenza, 462 


cough in, 46: 
diagnosis, 463, 
elon 










of uvula in, 463 


sivement in, 463 
of tobucco ax cause, 463 
ste in, 463 





imps 
pathology, 
Prognosis, 
symptoms, 
treatment, 465 
id diathesis as cause, 463 





rheumatic, 49 
diagnosis, 440. 
tof tonsils in, 439 
w 
ective-tixaue element of 






uric acid in urine in, 439 








tinnitus 








452 
Tonsillotomy, hemorrhage after, 455 
from bleeders after, 456 

in hypertrophic tonsillitis, 452 
Tonsilfotyphoid, 505 
Tonsil-punch, Farlow's, 454 

Pierce's, 453. 
Tonsil-snare, Knight's, 455 
Torpid ae ‘as cause of chronic nasopharyD- 


‘Tortiesliie 4 in acute superficial tonsillitis, 433 
‘spasmodic, after adenotomy, 431 
‘Toynbee's oral gymnastic method of teaching 

















rings, chondritis of, 619 
ritabey Cohen's, 732 ‘a 
‘racheitis in rplastic rhinitis, 114 
Trach Per 


heoscope,, Ferguson's, for infanta and 





Morhers for adults, 666 
Tracheotomy, 730 
tions, 730 





high, 732" 
ications, 730 
instruments, 731 





operative complications and danger 
rocedures, 730 














palli 
Postoperative care, dangers, and com- 
tube, 
Richard's 
Trachoma, 639 
of larynx, 639 
of vocal cords, 639 
Transillumination in acute purulent infam- 
mation of frontal sinus, 376, 








of accessory sinuses, 
of antrum of Highmore, 347 
through mouth, 349 
Traumatic acute simple thinitis, 74 
deflection of septum, 280 
laryngitis, 601 
édema in, 601 
treatment, 602 
pharyngitis, 497 
rhinitis, 96 
stenosis of pharynx, 468 
Traumatisin ax cause of ehondri 
616 
of epistaxis, 203 
_of suppurating ethmoiditis, 361 
diagnosis of chondritis of larynx due to, 623 
of noxe ax cause of cough, 581 
pathology of chondritis of larynx due to, 619 














of larynx, 
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‘Traumatiom, prognosis of chondritis of larynx | Tumors of sphenoidal sinus, 371 
pe sah chondritis of larynx due to, [per i i OE pry 
to . 

symptoms of chon ryax " Turbines wen cavernosa, 
treatment of chondritis of larynx due to,| anatomy, 1 

625, Stropby of in atrophic rhinitis, 121 

enlarged, in chronic simple rhinitis, 103 
removal, 104 





‘True croup, 609 
Tubal tonsil, 417, 424 3 
Tubercle bacillus, 45, 69, 152 
‘as cause of tuberculosis of larynx, 651 
in nasal lupus, 197 
Tubercles in tuberculosis of pharynx, 534 
miliary, in nasal tuberculosis, 153 
symptoms, 154, 155 
Tubercular laryngitis, 651 en 
‘and chronic laryngitis, differentiation, 


629 
and syphilis of larynx, differentiation, 





es 14 
nasal, 174 
treatment, 174 hs 

‘Tubereulosis a cause of chondrtis of larynx, 

diagnosis of chondritis of larynx due to, 623 

in ofena, 118 

nasal, 152. See also Nasal tuberculosis. 

nasalis, 152 

of antrum of Highmors, 354 

of ethmoidal sinuses, 

of arya, 651. See ise Larynz, tubercu- 


oF eranagee wt “hs wae rae 
— 3 
taberdulaete o of. 

of Bhar, 534. See also Tporees tuber- 


of sphenotdal sinuges, 372 
of tonsils, 534. See’ also Pharynz, tuber- 


culosia of. 
patholowy Of chondritis of larynx due to, , 


i 
redis le rhinitis, 73 
H man a larynx due to, 


pulmonary, and foreign body in larynx, 
differentiation, 673 : 
symptoms of chondrtis of larynx due to, | 





to acute. simy 
chondritis 





treatment of chondritis of larynx due to, ; 
ulceration of uyula in, 410 
Tuberculous rhinitis, 83 
stenosis of larynx, 579 
Tumors, embryonic connective-tiswe, 284 
epithelial, of respiratory tract, 253 
in in hyperplastic thinitis, 114 
respiratory tract, 272 
of antrum of Highmore, 350 
diagnosis, 359, 
treatment 
of ethimoidal sinuses, 306 
treatment, 367 
of frontal sinus, 38 
of larynx as eaiuse of chondritis of larynx, 


of cough, 581 
diagnosis, early, importance of, 738 
microscopic examination before opera- 

tion, 739 

of respiratory tract, 218, See also Respira- 
tory tract, tumore of. 

of septum, 326 











foarte 0. ht 
fourd ig 
hypertrophy of, 
in atrophic rhiniti 

lesion, 125 a si bial aii 
increase in, in h; tic rhinitis, 
inferior, 20, 42, 40 

oe of,in hyperplastic rhinitis, 111, 
inj injury of of, uphyeeme of face from, 106 
middle, 1 


of, in hyperplastic rhinitis, 
111, 112 


sphenoidal, 21 
superior, 19, 43 











due to pre-existing 


condition 





nasal ulcers in, 176 
pathology of chondritis of larynx due to, 


nerynz in, 
pagent chondritis of larynx due to, 


yemic metastasis in, as cause of chon- 
PYGritis of larynx, 617 
symptoms of chondritis of larynx due 


emphysema of tissues of neck in, 
treatment of chondritis of larynx due 


to, 625 

Typhus fever, acute laryngitis in, 588 
pharynx in, 505 
treatment, 505 


| Unceration, os. hemorthagic, of pharynx, 490 
in acquired tertiary nasal syphilis, ‘143 
in acute glanders of pharynx, 54 
[e “Aiwphle shinitis tecstdsry to, lesion 

elsewhere, 131 
in cancer of larynx, 262 

of soft palate, 257 
in chronic laryngitis, 620 
in cyanotic rhinitis, 
in jalective pharyngitis, 476 
in lupus of pharynx, 530 
in mycosis of lingual tonsil, 465 
in nasal leprosy, 165 

Iupus, 157 
in occupation-rhinitis, 97 
in sarcoma of larynx, 271 

of nasopharynx, 286 














Hh taberent 
of pharens fe 
of septum, 
tion of. 
of soft palate, 411 
of uvula, 409, See also Ur 





See alvo Septum, ulcera- 


la, ulerration 
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Ul Ieerative lacunar tonxillitis, 432 
Inryngitis, recurrent, 644 
rhinitis, 98 
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Typhoid and Typhus Fevers 
By Dx. H. Curscumaxy, of Leipsic. The entire volume edited, with 
additions, by Writiam Oster, M. D., F. R. C. P., Regius Professor of Med- 
icine, Oxford University, Oxford, England. Dusan volume of 646 pages, 
fully illustrated. 
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by Sm J. W. Moore, M.D., F.R. C.P.1., Professor of Practice, Royal Col- 

lege of Surgeons, Ireland. Octavo, 682 pages, illustrated, 


Diphtheria, Measles, Scarlet Fever, and Rétheln 
By Wittiam P. Nortrirur, M. D., of New York, and Dr. Tit. von Jin- 
GENSEX, of Tiibingen. The entire volume edited, with additions, by WILLIAM 
P. Norturup, M. D., Professor of Pediatrics, University and levue Hos- 
pital Medical College, New York. Octavo, 672 pages, illustrated, including 
24 full-page plates, 3 in colors. 


Diseases of the Bronchi, Diseases of the Pleura, and Inflam- 
mations of the Lungs 
By Dr. F. A. Horrsany, of Leipsic; Dx. 0. Rosennacn, of Berlin ; and 
Dr. F. Avrrecut, of Magdeburg. ‘The entire volume edited, with additions, 
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James C. Wilson, M.D., 
Professor of the Practice of Medicine and of Clinical Medicine, Jefferson Medical College 
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“Tt is an excellent book—concise, comprehensive, thorough, and up-to-date, It is a 
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Wm, E. Quine, M. D. 
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“ Tconsider Anders’ Practice one of the best single-volume works before the profession at 
this time, and one of the best text-books for mediew! students,”* 
Bulletin of the Johns Hopkins Hospital 
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and add greatly to the value of this work, Dr, Anders is to be congratulated on the continued 
sucerss of his text-book.” 








— 


PRACTICE OF MEDICINE 7 


Sahli’s Diagnostic Methods 


Editors: Francis P, Kinnicutt, M.D., and Nath’l Bowditch Potter, M.D, 





A Treatise on Diagnostic Methods of Examination. By Pror. 
Dr. H. Sant, of Bern, Edited, with additions, by Francis P. Kinni- 
curt, M, D,, Professor of Clinical Medicine, Columbia University, N, Y.; 
and Nats’: Bowprtcu Porrer, M.D., Visiting Physician to the City 
and French Hospitals, N.Y. Octavo of 1008 pages, profusely illustrated. 
Cloth, $6.50 net; Half Morocco, $8.00 net. 


RECENTLY ISSUED 


Dr, Sabli's great work, upon its publication in German, was immediately 
recognized as the most important work in its field. Not only are all methods 
of examination for the purpose of diagnosis exhaustively considered, but the ex- 
planation of clinical phenomena is given and discussed from physiologic as well 
as pathologic points of view. In the chemical examination methods are described 
so exactly that it is possible for the clinician to work according to these directions. 
Lewellys F. Barker, M.D. 

Professor of the Principles and Practice of Medicine, Johns Hopkins University 

“Tam delighted with it, and it will be @ pleasure to recommend it to our students Im the 
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Diet in Health and Disease. By Jurius Frirpenwarp, M.D, 
Clinical Professor of Diseases of the Stomach, and Joun Runran, 
M. D., Clinical Professor of Diseases of Children, College of Physicians 
and Surgeons, Baltimore. Octavo of 728 pages. Cloth, $4.00 net. 
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This work contains a complete account of food-stuffs, their uses, and chemical 
composition. Dietetic management in all diseases in which diet plays a part in 
treatment is carefully considered. The feeding of infants and children, of patients 
before and after anesthesia and surgical operations, and the latest methods of 
feeding after gastro-intestinal operations are all taken up in detail, 

George Dock. M.D. 

Profesor of Theory and Practice and of Clinical Medicine, University of Michigan, 

" It seems to me that you have prepared the most valuable work of the kind wow wwnitale, 
fam especially glad to see the long list of analyses of different Kinds al foods.” 
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The American Illustrated Medical Dictionary. A new and com- 
plete dictionary of the terms used in Medicine, Surgery, Dentistry, 
Pharmacy, Chemistry, and kindred branches; with over 100 new and 
elaborate tables and many handsome illustrations. By W. A. Newman 
Dor.anp, M. D., Editor of “ The American Pocket Medical Diction- 
ary.” Large octayo, over 800 pages, bound in full flexible leather. 
Price, $4.50 net; with thumb index, $5.00 net. 


WITH 2000 NEW TERMS 


The immediate success of this work is due to the special features that distin- 
guish it from other books of its kind. It gives a maximum of matter in a mini- 
mum space and at the lowest possible cost. Though it is practically unabridged, 
yet by the use of thin bible paper and flexible morocco binding it is only 1 
inches thick. In this new edition the book has been thoroughly revised, and 
upward of two thousand new terms have been added. 

Howard A. Kelly, M. D., Professor uf Gynecology, Johns Hopkins University, Baltimore. 


“Dr, Dorland's dictionary is admirable, It is so well gotten up and of such convenient 
size, No errors have been found in my use of it." 
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State Board Questions and Answers. By R. Max Gorrr, M. D., 
Professor of Clinical Medicine, Philadelphia Polyclinic. Octavo of 
800 pages. 

READY SOON 

Every graduate who desires to practice medicine must pass a State Board 
Examination, and to aid him in successfully passing such an examination this work 
will be of inestimable value. Dr. Goepp has taken great pains to collect the many 
questions asked in the past by Boards of the various States, and has arranged and 
classified them under subjects in such a manner that the prospective applicant can 





acquire the knowledge on any branch with the least difficulty. 
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A Text-Book of Materia Medica: including Laboratory Exercises 
in the Histologic and Chemic Examination of Drugs, By Roperr A. 
Harcuer, Pu.G,, M.D., of Cormell University Medical School, New 
York City; and Torarp Sotuann, M_D., of the Western Reserve Uni- 
versity, Cleveland, Ohio. 12mo of 411 pages. Flex. leather, $2,00 net. 
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‘This work is a practical text-book, treating the subject by actual experimentay 
demonstrations. 


Journal of the American Medical Association 
“The book is well written, the classifications are good, and the book és to be recommended 
as a practical guide in the laboratory study of materin medica." 
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A Text-Book of the Practice of Medicine. By Dr. Hermann 
Etcuuorsr, University of Zurich, Translated and edited by Aucus- 
tus A. Esuner, M.D,, Professor of Clinical Medicine, Philadelphia 
Polyclinic, Two octavos of 600 pages each, with over 150 illustra- 
tions. Per set: Cloth, $6.00 net; Sheep or Half Morocco, $8.00 net. 








Bulletin of Johns Hopkins Hospital 

“This book is an excellent one of its kind. Its completeness, yet brevity, the clinical 
methods, the excellent paragraphs on treatment and watering-places, will make it very 
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Tuberculosis. By Norman Brince, A. M., M.D., Emeritus Pro- 
fessor of Medicine in Rush Medical College, in affiliation with the 
University of Chicago. 12mo of 302 pages, illustrated. Cloth, 
$1.50 net. 

Medical News, New York 
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How to Succeed in the Practice 
Matuews, M.D. LL.D., President 
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Anomalies and Curiosities of Medicine. By Grorce M. Gounp, 
M.D.,, and Warrer L. Pyte, M.D. An encyclopedic collection of 
rare and extraordinary cases and of the most striking instances of 
abnormality in all branches of Medicine and Surgery, derived from an 
exhaustive research of medical literature from its origin to the present 
day, abstracted, classified, annotated, and indexed. Handsome octavo’ 
volume of 968 pages, 295 engravings, and 12 full-page plates. 


Popular Edition : Cloth, $3.00 net; Sheep or Half Morocco, $4.50 net. 

Asa complete and authoritative Book of Reference this work will be of value 
not only to members of the medical profession, but to all persons interested in 
general scientific, sociologic, and medicolegal topics ; in fact, the absence of any 
complete work upon the subject makes this volume one of the most important 
literary innovations of the day. 


The Lancet, London 
“The book is a monument of untiring energy, keen discrimination, and erudition, . . « 
We heartily recommend it to the profession.” 
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Saunders’ Pocket Medical Formulary. By Witttam M. Powett, 
M.D., author of “ Essentials of Diseases of Children"; Member of 
Philadelphia Pathological Society, Containing 1831 formulas from the 
best-known authorities: With an Appendix containing Posological 
Table, Formulas and Doses for Hypodermic Medication, Poisons and 
their Antidotes, Diameters of the Female Pelvis and Fetal Head, 
Obstetrical Table, Diect-list, Materials and Drugs used in Antiseptic 
Surgery, Treatment of Asphyxia from Drowning, Surgical Remem- 








brancer, Tables of Incompatibles, Eruptive Fevers, etc., ete, In flex- 
ible leather, with side index, wallet, and flap. $1,75 net. 
Johns Hopkins Hospital Bulletin 

Arranged in such a way as to make consultation of it as easy as possible, It is remark- 
able how much information the author bas succeeded in getting into so small a book. 


pount 
the predominant action of which is 


Medical Record, New York 

* Nothing has been omitted by the 
pleteness of the text, and the stadent or 
bearing upon the value of drags and comedies 








“ Capnot fail to impress the mind nod Instinct in a lasting manner.” —Linffale Medieel frwrmat. 


Williams’ Practice of Medicine Recently Issued 
EsseNTIALS OF THE Practice oF Mepicive. By W. R, Writias, M.D, 
er Instructor in Medicine and Lecturer on Hygiene, Cornell University; and 
‘Tutor in Therapeutics, Columbia University, N. ¥. t2mo of 459 pages, fllustraved, 
Saunders’ Question-Compend Series, Double number, $1.75 net, 


Stoney’s Materia Medica for Nurses eaves 


MATERIA MEDICA FOR NURSES, By EMILY M, A, STONEY, Superintendent of the 
‘Training School for Nurses at the Carney Hospital, South Boston, Mass, Handsome 
Tamo volume of 300 pages. Cloth, $1.50 net, 
alt cman bout everything that = ourse ought 10 ‘know in regard to druss.""—Jowrmal af the 


Recently Issued 
Grafstrom’s Mechano-therapy Second Editon, Enlarged 
A TeXT-BooOK OF MRCHANO-THERATY (Massage and Medical Gymnastics). 
Axut. V. GRAYSTROM, B, Sc., M. D., Attending Physician to Augustus Adolphus Orphan- 
age, Jamestown, N.Y. ramo, 200 pages, illustra $1.25 net 


™Cemainly fulfills its mission in rendering comprebensible the subjects of massage and medical 
gromutica Wow York Medical Journals ¥ 

















